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Congress, signed by President Lincoln, as a private, nongovernmental institution
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elected by their peers for outstanding contributions to research. Dr. Marcia
McNutt is president. 
The National Academy of Engineering was established in 1964 under the char-
ter of the National Academy of Sciences to bring the practices of engineering
to advising the nation. Members are elected by their peers for extraordinary
contributions to engineering. Dr. John L. Anderson is president. 
The National Academy of Medicine (formerly the Institute of Medicine) was
established in 1970 under the charter of the National Academy of Sciences to
advise the nation on medical and health issues. Members are elected by their
peers for distinguished contributions to medicine and health. Dr. Victor J. Dzau
is president. 
The three Academies work together as the National Academies of Sciences,
Engineering, and Medicine to provide independent, objective analysis and
advice to the nation and conduct other activities to solve complex problems and
inform public policy decisions. The National Academies also encourage education
and research, recognize outstanding contributions to knowledge, and increase
public understanding in matters of science, engineering, and medicine.
Learn more about the National Academies of Sciences, Engineering, and Medi-
cine at www.nationalacademies.org.
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Preface
 
The ability of students to succeed in higher education and beyond is de­
pendent on their physical and mental wellbeing, and the nation’s institutions of
higher education are seeing increasing levels of mental illness, substance use,
and other forms of emotional distress among their students. Some of the prob­
lematic trends have been ongoing for decades. Some have been exacerbated by
the COVID-19 pandemic and resulting economic consequences. Some are the
result of long-festering systemic racism in almost every sphere of American life
that are becoming more widely acknowledged throughout society and must, at
last, be addressed.
Although the causal factors for each have their own idiosyncratic solutions,
the increase in mental health and related problems has put tremendous pressure
on the capacity of existing traditional college counseling and other support sys­
tems to handle the need for their services, leading to what some have called a
“mental health crisis” on college campuses. Whether this constitutes a genuine
crisis or not may be debated, but there is no question that new approaches and
strategies are needed to deal with the increasing demand for help. This report
lays out a variety of possible strategies and approaches, based on the available
evidence on the nature of the issues and what works in various situations. 
Although the report includes an array of recommendations, no real progress
will be made unless individual institutions decide to promote a climate that
clearly values the wellbeing of every student. The overall tone for that campus-
wide atmosphere must, of course, be articulated by the leadership—the president,
the board of trustees, faculty leaders—but must also involve all sectors of the
institution—faculty, staff, and students. Each has a role to play.
ix 
 
          
 
 
         
 
 
        
  
 
     
 
 
           
        
     
x PREFACE 
A part of that culture change will require devoting more resources to pro­
moting mental wellbeing, and that need is coming at a terrible time. Financial
resources at almost every institution are severely constrained. However, this is­
sue is of sufficient importance that, if necessary, priorities should be reevaluated
and rearranged. The impacts of this problem are critical and broad enough that
ensuring the wellbeing of all students must be near the top of the priority list.
Hopefully, this report will help articulate the need for additional resources and
provide a basis for moving forward on this issue. 
I am extremely grateful to my superb colleagues on the National Academies
of Sciences, Engineering, and Medicine’s committee that authored this report.
Leading such an expert and committed group of scholars has been an extremely
rewarding experience. I also want to express, on behalf of the whole committee,
our gratitude to the exceptionally competent and dedicated staff of the National
Academies and the many others cited in the acknowledgments that follow.
Alan I. Leshner (NAM), Chair 
Committee on Mental Health, Substance Use, and Wellbeing
in STEMM Undergraduate and Graduate Education 
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Summary
 
The United States has been struck simultaneously by three historic events:
the SARS-CoV-2/COVID-19 pandemic, the associated precipitous rise in unem­
ployment and cratering of the U.S. economy, and the killing of George Floyd,
Breonna Taylor, and Ahmaud Arbery and the resulting national reckoning of the
legacy of slavery, racism, and the increased awareness that people of color have
different lived experiences and much more difficult lives than white people. One
consequence of these three simultaneous events is an increase in anxiety and de­
pression across the U.S. population, one that appears to be spreading and acceler­
ating, according to a May 2020 survey conducted by Mental Health America. The 
rise in mental health, emotional, and behavioral issues is reflected in a marked
increase in psychological distress being reported by the students at our nation’s
colleges and universities. 1 This is particularly true in light of the social isolation
many students have experienced over the past several months, the uncertainty of
how and when campuses will reopen, and existential concerns about their futures
given the extreme harm the U.S. economy has suffered. 
This more recent rise in student distress resulting from these three converg­
ing phenomena highlights what has long been an increasing trend in student
mental health and substance use problems reported by many institutions of higher 
education. Data from the 2018-2019 Healthy Minds Study of more than 300,000
students at some 300 colleges and universities (Eisenberg et al., 2019), conducted
before the COVID pandemic, identified the pervasiveness of this problem across
1  For the purposes of this report, the term mental health will be used to refer to mental health,
emotional issues, and behavioral issues. The term mental illness will be used specifically in reference
to diagnosed serious mental health disorders, including depression, schizophrenia, bipolar disorder,
or anxiety disorder.
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2 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
the nation; almost 40 percent of students—or some 8 million postsecondary stu­
dents nationwide—reported experiencing a significant mental health problem.
That same survey found that 60 percent of college undergraduates have been
having an increasingly difficult time accessing mental health care even before
most campuses closed and instruction moved online. These increases are severely
limiting the ability of the nation’s colleges and universities to provide the kind of
atmosphere and services needed to ensure that all students succeed and achieve
their full potential. This situation also has broader implications for completion
and career success of postsecondary students necessary to build and diversify the
nation’s workforce. 
At the same time, the U.S. higher education enterprise is under tremendous
financial distress, also triggered by the pandemic and resulting harm to the U.S.
economy, so that finding new funds to provide additional resources for students
experiencing mental health problems is proving to be problematic. Nonetheless,
a December 2020 survey by the American Council on Education found that 68
percent of university presidents ranked student mental health concerns as among
their most pressing issues. In fact, the top two most pressing issues for presidents
across all sectors were “mental health of students” and “mental health of faculty
and staff” (Turk et al., 2020). However, this understanding of the need does not
always result in making student mental health concerns a priority.
While the short- and long-term outcomes of the current situation remain
unknown and difficult to predict, the long-term consequences for the mental
health of students in higher education are likely to be significant given the already 
increasing level of distress that postsecondary students were experiencing in gen­
eral prior to the current challenges. Colleges and universities of all types and sizes
will have to deal with this likelihood, if not for the benefit of their students and
the nation that needs their graduates, then certainly for the sake of their financial
situation—every student that drops out of school because of a mental health issue
is a student who is not paying tuition. 
In June 2019, the Substance Abuse and Mental Health Services Administra­
tion, along with the National Institute of Mental Health, National Institute on
Alcohol Abuse and Alcoholism, and National Institute on Drug Abuse requested
that the National Academies of Sciences, Engineering, and Medicine launch an
18-month consensus study to examine the degree to which the support systems
on campuses provide services, programming, and other resources to students
and the faculty, staff, and health systems with whom students interact. Under
the auspices of the Board on Higher Education and Workforce, and in collabora­
tion with the Health and Medicine Division, the National Academies appointed
a committee of experts to examine the most current research and consider the
ways that institutions of higher education, including community colleges, provide 
treatment and support for the mental health and wellbeing of undergraduate and
graduate students in all fields of study. For the purposes of this report, the term
mental health will be used to refer to mental health and emotional and behavioral
 
 
 
  
 
 
 
 
           
           
	  
      
	  
         
	  
  
   
	  
 
          
 
	  
 
    
   
  
 
 
            
 
 
 
 
 
          
3 SUMMARY
issues. The term mental illness will be used specifically in reference to diagnosed
serious mental disorders, including depression, schizophrenia, bipolar disorder,
or anxiety disorder. 
By contrast, wellbeing is a holistic concept referring to both physical and
mental health. It includes a sense of personal safety and security, emotional sup­
port and connection, mechanisms to cope with stressors, and access to services
when appropriate for short- and long-term care. The committee believes that in­
stitutions have a responsibility both to enhance the wellbeing of all students and
to provide additional support to a subset of students with more severe emotional
distress and mental illness. Over the course of the study, the committee: 
•  Identified and reviewed programs, practices, resources, and policies that
institutions of higher education have developed to treat mental health is­
sues and to support wellbeing on campuses; 
•  Analyzed the challenges institutions face—including financial, cultural,
and human resource obstacles and methods to address these challenges; 
•  Investigated factors related to the funding of and access to mental health
services and support for student wellbeing, such as student academic
performance and campus climate; 
•  Examined, to the extent possible, the relationship between student mental
health, wellbeing, and rates of alcohol and drug use, and recommend ways
in which institutions can address substance use and its effects on campus
climate; and 
•  Produced a consensus report with recommendations that will be broadly
distributed on campuses, at professional society meetings, and in other
venues. 
This report presents the findings of the Committee on Supporting the Whole
Student: Mental Health, Substance Abuse, and Wellbeing in Higher Education
and the recommendations it developed that, if followed, would improve the deliv­
ery of mental health, wellness, and substance use services by the nation’s institu­
tions of higher education. This report also contains the committee’s suggestions
for further research on student wellbeing and mental health and on the delivery of
such services to benefit all students. While the committee acknowledges through­
out the report the potential for the COVID-19 pandemic to exacerbate mental
health issues for this population, this was not the focus of the report. 
The report contains some information on graduate students and medical
students, but focuses primarily on undergraduate students. Even though the com­
mittee was asked to investigate mental health issues among science, technology,
engineering, mathematics, and medical (STEMM) students where feasible, most
of the data relevant to this study are not disaggregated by field. In addition, the
issues of mental health, substance use, and wellbeing affect all students in all
disciplines, as do the campus services provided to deal with them.
  
 
 
 
 
  
 
             
      
     
  
 
 
     
  
 
 
            
 
 
     
 
  
 
 
       
 
 
 
           
       
              
 
 
4 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
Similarly, although mental health issues affect students in all professional
fields of study, the committee was explicitly asked by the study sponsors to fo­
cus on medical students. It has provided some information on medical students,
although, given the broad scope of the study, that information is necessarily brief.
In its focus on medical students, the committee acknowledges that the mental
health issues facing this population frequently also apply to other health profes­
sionals, including students pursuing degrees in other health-related fields. These
mental health issues have likely been exacerbated by the COVID-19 crisis, where
all health professionals are facing front line stresses related to the diagnosis, treat­
ment, and care of patients, and have been found to be at higher risk of developing
psychological distress and other mental health symptoms. 
WHY DOES STUDENT WELLBEING MATTER
 
TO HIGHER EDUCATION?
 
Student wellbeing is foundational to academic success. One recent survey of
postsecondary educators found that nearly 80 percent believed emotional wellbe­
ing is a “very” or “extremely” important factor in student success. Studies have
found that the dropout rates for students with a diagnosed mental health problem
range from 43 percent to as high as 86 percent. While dealing with stress is a
normal part of life, for some students, stress can adversely affect their physical,
emotional, and psychological health, particularly given that adolescence and early
adulthood are when most mental illnesses are first manifested. In addition to
students who may develop mental health challenges during their time in postsec­
ondary education, many students arrive on campus with a mental health problem
or having experienced significant trauma in their lives, which can also negatively
affect physical, emotional, and psychological wellbeing. 
Although it is a time of emotional and intellectual growth, pursuing a post­
secondary education at any level can be a stressful and challenging experience
for many students. A variety of factors affect students’ stress, including rising
tuition and student debt. While these financial stressors affect many undergradu­
ates, graduate students and medical students often face the increased burden of
additional student debt after completing their undergraduate education.
First-generation students, students who graduate from underresourced high
schools, non-native English speakers, and students from underrepresented groups
such as students of color and sexual and gender minorities face additional chal­
lenges and stress. Moreover, the stigma of mental illness is particularly powerful
for many young people in these groups, thus exacerbating the problems.
While student wellbeing is foundational to their success in postsecond­
ary education, research shows that far too many students at all levels of their
education and in all fields of study are not achieving a level of wellbeing that
will enable them to thrive in an academic setting and reach their full potential.
 
 
   
 
 
 
           
          
 
       
 
 
  
 
   
 
           
 
 
 
          
  
 
 
        
 
 
 
 
 
 
 
   
  
5 SUMMARY
For some students who do graduate, mental health problems are associated with
breaks in their education, longer times to graduation, and lower grade-point aver­
ages. A report from the American Council on Education emphasizes the point,
saying that, “the connection between mental health issues and student retention,
particularly for students from historically marginalized groups, has implications
for the economic wellbeing of students and institutions alike. Specifically, the
negative effects of behavioral health problems on student retention suggest that
institutional investments in student mental health are likely to generate both
increased tuition revenues for institutions and higher earnings for students who
attain a college degree” (Bruce-Sanford and Soares, 2019). 
INSTITUTIONAL RESPONSIBILITY 
Nearly every institution of higher education provides some version of men­
tal health and substance use counseling and treatment services, often through a
counseling and psychological services center. This institutionalized function can
lead college and university leaders to assume that simply bolstering their coun­
seling centers would be a sufficient solution to the mental health and wellbeing
problems that today’s students face. It is the committee’s judgment, however, that
counseling centers cannot and should not be expected to solve these problems
alone given that the factors and forces affecting student wellbeing go well beyond 
the purview and resources that counseling centers can bring to bear. Rather, the
committee believes institutions of higher education need to tackle two signifi­
cant challenges. First, institutions must address the challenges arising from the
increasing incidence of mental health problems among students in postsecondary
education. Doing so will involve dedicating more resources to increase capacity
for promoting wellbeing and serving those students who need help for a mental
health concern or substance use. A multi-pronged approach is needed to address
these challenges—including a focus on prevention, identification of high-risk
students in a thoughtful way, effective community-based approaches, treatment
services for identified cases, and relapse prevention and post-treatment support. 
In addition, both the institutions and their faculty and staff need to address the
issues within higher education institutions themselves, for example, institutional
culture, that contribute to this increasing incidence of mental health and wellbe­
ing concerns. An “all-hands” approach, one that emphasizes shared responsibility
and a holistic understanding of what it means in practice to support students, is
needed if institutions of higher education are to intervene from anything more
than a reactive standpoint. Creating this systemic change requires that institutions
examine their entire culture and environment and accept more responsibility for
forming learning environments where a changing student population can thrive.
Specifically, institutions of higher education need to create conditions that sup­
port mental health and help students deal with such issues when they arise. At a
  
 
 
  
          
  
 
           
 
 
 
  
 
  
 
 
     
 
 
 
  
 
 
 
  
 
     
 
 
 
           
 
             
 
         
6 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
minimum, this requires developing a culture of support throughout the institution. 
The committee strongly believes that only through such a multi-pronged strategy
can our nation’s institutions of higher education create a supportive environment
that will benefit everyone, including faculty and staff who must be active partici­
pants in this effort. 
In addition to being aware of the ways in which faculty and staff might ex­
acerbate conditions that undermine student health, these people have an underac­
knowledged role in promoting student wellbeing. To be successful, though, they
need basic training in identifying and speaking with students who may benefit
from a mental health referral. In addition, faculty need opportunities to develop
skills and norms that improve their work in these areas. Faculty and staff should
not be expected to act in the place of licensed counselors, but they do need to
recognize issues and warning signs, empathize with students, and refer them to
professionals who can help. There also is a role for undergraduate student peers
and graduate teaching and research assistants in laboratories and classrooms who
may be the people to whom students in crisis turn for help. The burden lies with
the entire campus. Institutions should improve their infrastructure to respond to
needs that arise, and their efforts must include building an institution-wide culture
that values and supports student wellbeing. 
MOVING FORWARD 
There are no one-size-fits-all solutions to the challenges institutions of higher
education are facing to meet student demand for mental health, substance use, and
wellness services. A community college with an exclusively commuter student
body, for example, is likely to encounter a different constellation of issues and
have different resources available to deal with them when compared with a large
public land-grant institution, a small private liberal arts college, or a university
with a largely residential student body. The issues faced by undergraduates and
graduate or professional school students can be quite different and must be recog­
nized as such. Moreover, research has documented differences in the prevalence
of symptoms and use of services across race and ethnicity, socioeconomic back­
grounds, gender identities, and academic fields. 
When appropriate, the committee mentions interventions designed for spe­
cific types of institutions or student populations. However, it is the committee’s
judgment that there are multiple proven approaches for addressing mental health
and substance use issues and promoting student wellbeing and that individual
institutions can best determine the approaches most appropriate to their local
conditions. For that reason, the committee is not advocating for a single “ideal”
that all institutions of higher education should adopt or strive toward. Instead, the
committee examines five major issues confronting institutions of higher educa­
tion as they work to better meet students’ needs, provides examples of promising
practices that have been effective at other institutions, identifies ways institutions
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7 SUMMARY
might address barriers to progress, and points out gaps in our knowledge that
future research should address. These include the following: 
•	 Addressing institutional culture and policies 
•	 Prioritizing mental health amid financial constraints 
•	 Understanding the state of student mental health and wellbeing on each
campus 
•	 Assessing institutional capacity to provide needed services 
•	 Developing faculty, staff, and student capability to support emotional well­
being and mental health 
INSTITUTIONAL CULTURE AND POLICIES 
Institutions of higher education must ensure that their culture is one of accep­
tance of and support for those students experiencing problems with mental health
and substance use. Moreover, the committee believes that ensuring this culture
must start with the institution’s leadership, the president and board of trustees/ 
regents. Without institutional support and leadership, progress will be spotty,
and too many students with problems will fall through the cracks. The Okanagan
Charter2 is a useful guide that can help colleges and universities embed health
into all aspects of campus culture and promote collaborative action to create a
health-promoting culture. 
The committee acknowledges how difficult it is to change the culture of
institutions of higher education, which tend to value the status quo and tradition.
Nonetheless, the committee recognizes that accomplishing difficult tasks is a
hallmark of the U.S. higher education enterprise. The committee believes as well
that the COVID-19 pandemic and the George Floyd killing in Minneapolis have
catalyzed a social movement around the disparities and racism that people of
color and of low socioeconomic status experience daily in the United States. It is
in the spirit of this moment that the committee believes our institutions of higher
education have a special opportunity to bring together the different communities
on campus to address those aspects of institutional culture that do not support,
or in some instances even harm, mental health and wellbeing of all students,
particularly for students from groups that have historically been excluded. At the
same time, this kind of culture change, even with the highest levels of support,
cannot be implemented solely by administrators, counseling center staff, and
an institution’s student affairs office. Rather, it requires the entire faculty, staff,
and student body working together to establish a culture that recognizes the
importance of attending to the demand for services that now exists, proactively
addresses student mental health and substance use, supports those students who
have issues, and creates an environment that supports the wellbeing of everyone
2 https://wellbeing.ubc.ca/okanagan-charter. 
  
 
 
 
 
 
             
      
 
 
 
 
 
 
 
 
   
 
     
 
 
  
   
    
           
 
 
 
 
 
  
 
 
 
          
 
 
  
8 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
on campus. Importantly, this culture change should also consider how best to
engage part-time, adjunct faculty who may have significant student interaction
and can support this broader culture change. Establishing a campus-wide action
commission with representatives from faculty, students, staff, and administrative
units, with a clear and effective leader, dedicated resources, and a clear charge to
build a culture that supports student wellbeing, would be a strong first step toward 
promoting culture change and creating such an environment. 
Aside from campus culture, institutional medical leave and re-enrollment
policies can serve as barriers for students whose mental health or substance use
problems are severe enough that they lead the student to withdraw from school
at least temporarily. Many institutions have a limit to how long a student’s leave
of absence can last before having to reapply for readmission, and withdrawal
from school can affect students’ financial aid. However, students with disabilities,
including those related to mental health (the most common type) and substance
use, have the right to reasonable accommodations for their disability according
to the Americans with Disabilities Act. Such accommodations include extra time
on exams or assignments, the ability to withdraw from specific classes, and leaves
of absence that allow for re-enrollment. 
An important step toward creating an integrated approach to supporting
students would be to establish a closer collaboration between academic affairs
and student affairs. This step has been shown to help increase the chances for
students with mental health or substance use issues to access services and suc­
ceed in school.
Considering Student Voices and Perspectives 
Colleges and universities need to listen carefully to the voices and perspec­
tives of the students themselves, both to understand how the institutions contrib­
ute to student stress as well as to understand how to change the campus culture
and environment in order to minimize that stress and promote emotional wellness
on campus. Students are often keenly aware of what needs to change in their
environment and what is needed to support their own and others’ mental health.
In addition, they are often the first to witness unusual or troubling behavior in
their peers and are often the first line of support. A concerted effort on the part of
administrative leadership, faculty, and staff is needed to create both formal and
informal ways to include students in actions to change the culture on campus,
revise policies that contribute to emotional and financial distress or threaten
physical safety, combat systemic racism, publicize widely the availability of
mental health resources, develop training to faculty and staff, and offer multiple
ways for individual students to seek help. Most of these efforts will benefit the
entire community.
 
    
 
 
             
  
        
 
 
 
  
 
  
 
 
 
 
 
           
 
     
 
 
 
            
 
        
 
   
 
 
 
 
          
 
  
           
      
     
 
  
9 SUMMARY
PRIORITIZING MENTAL HEALTH AMID
 
FINANCIAL CONSTRAINTS
 
Economic pressures, including increased operating costs, and greater market
competition, have been on the rise for U.S. institutions of higher education for
well over a decade. A 2014 survey of college and university board chairs and
presidents, for example, found that 77 percent believe the financial stability of
higher education is moving in the wrong direction (Selingo, 2015). This situa­
tion has been made worse by the COVID-19 pandemic that forced colleges and
universities to effectively close their campuses for educational purposes and move
to online instruction. The report notes, too, that the cost of student services and
student facilities, such as campus counseling centers, represent a major concern
to university presidents. 
All of this is to say that academic budgets at all types of institutions are
already constrained, a situation that makes creating new programs or embarking
on new initiatives challenging for academic leaders. However, the assumption that
bolstering the capabilities of the counseling and psychological services centers
and creating other programs aimed at improving student wellbeing will simply
create another major financial burden for colleges and universities with no tan­
gible benefits is not necessarily true. Colleges and universities lose revenues when
students drop out because of mental health or substance use problems. In fact,
the Healthy Minds Network, which has developed a return on investment tool,
has calculated that a counseling center treating 500 students a year will help an
average of 30 students remain enrolled in college and increase tuition revenues
by $1.2 million. In addition, those 30 students’ lifetime earnings would increase
by an estimated $3 million (Lipson and Roy, 2015). Other research has shown
that counseling services have a positive impact on retention. 
Another approach colleges and universities can take is to start or expand
billing of insurance companies for services rendered, something that less than 5
percent of institutions currently do, in part because the time, expense, and human
resources needed to create the infrastructure to bill insurance companies may be
beyond the capabilities of smaller institutions and community colleges. Colleges
and universities that do bill insurance have not completely solved the demand/ 
supply concern, highlighting that this problem is a broader institutional priority
question. In addition, for colleges and universities that do not mandate that stu­
dents have insurance coverage, there will be uninsured students who would not be
able to afford services that require payment. The insurance reimbursement issue
is further complicated by state insurance regulations that need to be changed. 
UNDERSTANDING THE STATE OF STUDENT MENTAL
 
HEALTH AND WELLBEING ON EACH CAMPUS
 
Data on mental health and substance use in students can be challenging to
interpret for a number of reasons. These data are drawn from different groups of
  
 
 
  
  
 
 
          
              
          
 
 
 
             
          
 
              
 
    
     
 
 
       
 
  
 
 
 
 
          
           
          
 
 
 
10 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
students, including those seeking mental health services in counseling centers,
subjects of targeted surveys on specific problems, higher education students in
general, and broader segments of an age-equivalent population in and outside aca­
demia. Also, multiple methods are used in data collection, with varying strengths
and limitations.
Much of the information on the incidence of mental health and substance
use problems among students is based on self-reports from general population
surveys, not actual clinical evaluations. This approach provides an economical
way to collect data from entire student populations, but it typically relies on brief
screens that are correlated with but not equivalent to clinical evaluations.
Data from clinical settings are drawn from students who use mental health
services from a counseling center in order to be evaluated or receive treatment.
These data have the potential to characterize the full sub-population, and they
include assessments by clinicians instead of or in addition to self-reported symp­
toms. They are, however, limited to those who use clinical services and therefore
do not represent students who are not accessing those services.
No single data point or source of data is capable of conveying the complex­
ity of mental health and substance use problems among students. Multiple ap­
proaches and methodologies contribute to a richer understanding of the issues,
but the strengths and limitations of each approach need to be taken into account
in forming conclusions about the prevalence of mental health and substance use
issues in higher education.
INSTITUTIONAL CAPACITY TO PROVIDE NEEDED SERVICES 
Once an institution has determined the extent of mental health and substance
use issues among its students, it needs to determine whether it has the resources
available—either on campus or in the local community—to support student men­
tal health and to provide adequate care for those students suffering from those
conditions. The great majority of university presidents surveyed indicated that
they provide mental health services for their students, and another 12 percent are
considering different options to address student mental health and substance use
in light of COVID-19. However, there is not enough capacity in terms of mental
health and substance use professionals for the general population, let alone to
help every student who needs help, whether in a campus setting or via a com­
munity resource. According to the Health Resources and Services Administration,
this situation is projected to get worse, not better, in the years ahead. 
Possible partial solutions include increasing the use of teletherapy, enabling
peer-to-peer support initiatives, and turning to the community, including univer­
sity and local health services, to increase capacity, particularly for students with
more serious mental health issues. In addition, institutions of higher education
should initiate campus-wide efforts to raise mental health awareness and to
 
 
  
 
     
 
 
  
 
            
          
       
     
 
             
 
 
          
 
 
 
 
 
           
    
 
 
 
 
  
 
 
 
        
        
	  
        
SUMMARY	 11 
prevent suicide, which they can do through mandatory orientations for new fac­
ulty, staff, and students. Some institutions of higher education have established
mental health teams. The Jed Foundation highlights Campus Behavioral Interven­
tion Teams (BIT) that “promote student, faculty and staff success and campus
safety by facilitating the identification and support of individuals who demon­
strate behaviors that may be early warning signs of possible troubled, disruptive
or violent behavior” (Jed Foundation, 2016). 
In whatever way an institution decides to increase its capacity to address
student mental health and substance use problems, it should ensure that available
resources can support diverse student populations. The Equity in Mental Health
Framework, for example, is an accessible resource for schools seeking to promote
mental health and wellbeing among Black, Indigenous, and people of color, as
well as students with other identities, including sexual and gender minorities. 
DEVELOPING FACULTY, STAFF, AND STUDENT CAPABILITY TO
 
SUPPORT EMOTIONAL WELLBEING AND MENTAL HEALTH
 
It takes everyone on campus to contribute to an environment that fosters
student wellbeing, protects students from developing mental health and sub­
stance use issues, and helps facilitate access to services that would benefit them.
Faculty and staff, including graduate student teaching assistants and residence
hall assistants, have an important role to play in this effort given that they are
in regular contact with students. At some institutions, particularly community
colleges, faculty are likely to be the only members with whom students interact
on a regular basis. The culture of many institutions of higher education and
their incentive structures—at both the disciplinary levels and within the specific
workplaces where research is carried out—have been poorly aligned with creating
inclusive environments, and faculty have not been held accountable nor rewarded
for creating an environment that supports wellbeing among students, whether in
the classroom or the laboratory. 
Faculty members can, however, play a significant role if appropriately trained.
Periodic training on mental health issues as well as ways to help reduce stress
and promote wellbeing in classrooms is needed for faculty and staff, particularly
for those who directly support students, including graduate teaching and research
assistants and postdoctoral researchers. Training related to mental health should
include understanding of racial/ethnic, class, and other disparities in experiences
of and attitudes toward mental health treatment. Most importantly, faculty should
be taught how to identify and respond to students in distress and feel confident
to help them access services. What the committee envisions is an approach that
would provide faculty with basic training in four areas: 
•  how to identify, initiate conversations with, and refer students who may
be having problems with mental health or substance use; 
  
	  
	           
	
   
      
     
  
 
      
 
         
 
         
          
   
	  
 
	  
 
          
 
 
  
	  
 
 
12 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
•  how to make learning environments inclusive and supportive of student
wellbeing; 
•  how to model preventive strategies and coping skills in class; and 
•  how to improve mentorship skills and pedagogical skills so that relation­
ships and instruction support wellbeing. 
RECOMMENDATIONS 
The committee presents 10 sets of recommendations, all in Chapter 5, to im­
prove the ability to provide wellbeing, mental health and substance use services
for students that meet the increasing demands for such services. The recommen­
dations are as follows: 
RECOMMENDATION 5-1 
Institutional leaders, starting with the president and board of trustees or
regents, should articulate the importance of creating a culture of wellbe­
ing on their campus, one that recognizes the range of individual behaviors
and community norms that affect wellbeing, acknowledges the magnitude
of mental health and substance use issues on campus, addresses the stigma
associated with mental illness and substance use disorders, and provides a
range of resources to support students with different levels of need. 
RECOMMENDATION 5-2 
Leadership from all segments of the campus community is needed to pro­
mote a culture of wellbeing. 
•  Institutions of higher education should establish and/or maintain a team or
teams that involves all sectors of the institution’s community that coordi­
nates, reviews, and addresses mental health, substance use, and wellbeing
concerns. 
•  Any approach should have shared responsibility for addressing issues that
negatively affect student wellbeing, a clear leadership structure and man­
date, appropriate access to financial resources, and a charge to develop
and implement an action plan to promote and support student wellbeing. 
RECOMMENDATION 5-3 
Institutions should ensure their leave of absence and reenrollment policies
and practices will accommodate the needs of students experiencing mental
health and substance use problems and the time needed for effective treat­
ment and recovery. 
•  Institutions should implement methods to reduce and/or alleviate financial
burden on students related to medical leave and other issues related to
course completion. 
 
	  
 
      
 
      
	  
     
	  
 
  
	    
 
 
 
        
	  
 
        
	          
     
 
   
 
  
	  
 
 
 
 
     
	
        
SUMMARY	 13 
•  Academic affairs and student affairs units should develop collaborations
to share information appropriately, while also respecting a student’s right
to private/confidential treatment, in order to support students at the inter­
section of mental health and academic concerns. 
RECOMMENDATION 5-4 
Institutions of higher education and the government agencies that support
them should increase the priority given to funding for campus and commu­
nity mental health and substance use services. 
•  National, state, and local funders of higher education should incentivize
colleges and universities to effectively provide support for students’ men­
tal health and substance use problems. 
•  In their budgets, hiring, programming, expectations for serving students,
and assessment/evaluation activities, institutions should make mental
health a higher priority on campus. They should also work more directly
with state and local governments, where relevant, to help bring this about. 
•  To ensure that mental health and emotional wellness services are priori­
tized, institutions should consider reallocating existing institutional funds
to support counseling centers, support the increased use of online mental
health services (when appropriate), and support data collection on the
need for and use of mental health services by students. 
•  Institutions should actively collaborate with local health care services and
facilities and community providers, for example, by considering hiring
staff to help students navigate and manage off-campus services. 
•  States should modify insurance laws or regulations, or provide adminis­
trative guidance, to enable institutions to use general funds and/or desig­
nated health fees for expenses that are not covered by students’ personal
insurance. 
RECOMMENDATION 5-5 
Institutions of higher education should work with insurance companies and
health plans and federal, state and local regulators to remove barriers to
seeking reimbursement for student mental health and substance use costs
for covered students. 
•  Insurance companies should keep up with market rates for reimbursement
to incentivize more providers to accept insurance carried by students, sup­
port providers from institutions of higher education in becoming paneled
quickly, and communicate and improve the confidentiality measures in
place to dependent subscribers between the ages of 18-26 to ensure that
they can seek services using their parents’ insurance and be afforded the
confidentiality they are entitled to receive. 
•  States should modify insurance laws or regulations, or provide administra­
tive guidance, to enable institutions to use general funds and/or designated
  
  
 
  
 
  
 
  
 
 
       
	  
 
  
 
 
 
           
  
	
 
         
        
  
 
      
	  
 
 
 
 
	  
 
14 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
health fees for expenses that are not covered by students’ personal insur­
ance for charges incurred at student health and counseling services. This
is commonly referred to as a secondary payor provision in coordination
of benefits.
RECOMMENDATION 5-6 
Institutions of higher education should conduct a regular (preferably at
least every 2 years) assessment that addresses student mental health, sub­
stance use, wellbeing, and campus climate. The data generated from these
assessments should be compared to peer institution data (as available for
disaggregation). Analysts should create a data collection system that allows
for disaggregation by unit, program level, and student identities. This assess­
ment should include the extent that students are aware of and know how to
access available resources, both on campus and in the local community, to
address students’ mental health and substance use problems. 
•  At the end of the academic year, institutions should review the many data
points collected about their clinical trends and utilization as a way to
understand how resources on campus can be used most effectively. These
data would include the percentage of students who received treatment
at the institution, the percentage that went outside of the institution for
treatment, and the percentage of students that report needing help but did
not seek or receive it, and should be further analyzed across demographic
and identity groups. 
•  Funding agencies and private organizations should provide grants to un­
der-resourced institutions, notably community colleges, historically Black 
colleges and universities, and tribal colleges and universities, to collect,
analyze, and share data with the goal of implementing findings. 
RECOMMENDATION 5-7 
Institutions of higher education should work to ensure students have access
to high-quality mental health and substance use treatment services. These
services can be provided either on campus or in the local community. In
order to ensure students have this access: 
•  After conducting a needs assessment and reviewing available mental
health resources on and off campus, institutional leadership should at­
tempt to measure and define the “gap” between need for mental health
care and capacity for care. That gap should then be examined for solutions
from multiple angles but especially long-term funding strategies and/or
community partnerships. 
•  Institutions of higher education should design and implement culturally
responsive services and programs to serve the needs and identities of all
students. 
 
	
   
         
	  
 
  
	  
 
 
	  
      
 
  
	  
       
	  
 
  
 
 
  
 
         
	
       
 
 
	
 
         
	
    
	  
 
SUMMARY	 15 
•  Colleges and universities should make behaviorally focused mental health 
services more readily available in primary care settings to facilitate stu­
dents’ access to care and improve coordination between mental health and
primary care providers, both on campus and in telehealth services.
•  Institutions of higher education should create collaborative relationships
in the community that will increase clinician diversity to better serve
diverse student populations. 
•  If counseling centers rely on community-based resources to meet the
mental health needs of their students, they should consider investing in
case managers/resource navigators to help students connect with these
community-based resources. 
•  Institutions can make wide use of telehealth options for those populations
and situations for which it is appropriate. 
RECOMMENDATION 5-8 
Provide and require faculty training on how to create an inclusive and
healthy learning environment. 
•  Provide and require faculty training about how to recognize students in
distress and appropriately refer them to appropriate care. 
•  Provide mentor training, starting in graduate school, for all faculty, rec­
ognizing that good mentorship practices serve as a protective factor for
student mental health. 
RECOMMENDATION 5-9 
As a part of formal orientation to college life, all students should participate
in structured opportunities to learn about individual wellbeing and the
cultivation of a healthy, respectful campus climate. This orientation should
also include material on how to develop resilience in the face of inevitable
challenges they will experience both in college and in life.
•  To enable students’ self-awareness and resilience, training should ac­
knowledge how behaviors such as sleep, nutrition, exercise, social me­
dia, and work can be both levers for wellbeing as well as affected by
wellbeing.
•  Training should also include information on how to recognize and ad­
dress implicit bias, and about the essential role students themselves play
in creating a community that supports each other’s wellbeing.
•  The institution should also periodically offer refresher or “booster” train­
ing on these issues.
•  Institutions should regularly and widely provide guidance to students
and faculty on mental health resources available on campus and in the
community. 
  
 
        
	  
     
	  
 
 
   
16 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
RECOMMENDATION 5-10 
Institutions of higher education should recognize that there is no single ap­
proach to promoting wellbeing and dealing with mental health and substance
use problems that will be appropriate for all student populations. 
•  Support services should be tailored to the unique histories, circumstances,
and needs of individual student populations. 
•  Support services should recognize and respond to the fact that many
students from diverse populations will have experienced interpersonal
racism, systemic racism, and implicit bias both before and during their
time in higher education. 
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Introduction
 
Postsecondary students, from those attending community colleges to profes­
sional and graduate students, are reporting rising rates of anxiety, depression,
suicidal thoughts, trauma, and substance use (see Box 1-1) (Xiao et al., 2017).1 
Many undergraduate students experience the onset of mental health and substance
use problems or an exacerbation of their symptoms during this critical develop­
mental stage (Pedrelli et al., 2015). These increases call for substantial improve­
ments in how the nation’s institutions of higher education engage with students,
and for institutions to recognize how their policies, practices, and cultures can
affect and support student mental health2 and wellbeing more broadly (Posselt,
2018b). Treating mental illness at this stage in an individual’s development is
key to lessening the potential for chronic mental conditions. More purposeful en­
gagement by postsecondary institutions can help ameliorate some of the stresses
unique to higher education that go beyond, for example, just being a young adult,
veteran, or working adult returning to campus. 
While mental health and substance use problems have increased significantly 
over the past decades, there is now heightened awareness about how the crises cur­
rently disrupting American life are exacerbating these problems. The COVID-19
1 Much of the information on the incidence of mental health and substance use problems among
students comes from self-reports and not actual diagnoses. Self-report data can be inaccurate and may
not in fact reflect well the true incidence of those issues among students in higher education (Dang
et al., 2020). Chapter 6 discusses research needed to address this limitation. 
2 The committee has chosen to use the term “mental health” to refer collectively to mental health,
the absence of or, at least, low levels of substance use, and wellbeing, and the term “mental illness”
to refer to diagnosed, serious mental health problems such as depression, bipolar disorder, and anxiety 
disorder. 
17
 
  
 
   
 
	  
	       
 
	  
 
	  
 
	  
 
 
 
	  
 
  
	  
 
	  
 
 
	  
 
	  
 
 
 
 
18 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
BOX 1-1
Indicators of Mental Health Issues in Postsecondary Education 
Data from the 2018-2019 Healthy Minds Studya of more than 300,000 students
at some 300 colleges and universities (Eisenberg et al., 2019), conducted before
the COVID pandemic, illustrate the challenges that postsecondary students report
experiencing prior to the pandemic:
•  Almost 40 percent of students—or some 8 million postsecondary students
nationwide—reported experiencing a significant mental health problem. 
•  Major depressionb affected 18 percent of the students surveyed, while another
18 percent were found to have moderate depression, up from 8 percent with
major depression and 14 percent with moderate depression in 2007. 
•  Severe anxiety affected 14 percent of the students surveyed compared to
6 percent in 2017. Another 17 percent of students reported symptoms of
moderate anxiety. 
•  Eating disorders affected 10 percent of the students surveyed, a near
doubling since 2013, and 34 percent expressed an elevated level of eating
concerns. 
•  Suicidal ideation during the past year was reported by 14 percent of the
students surveyed, with 6 percent planning suicide at some point, 2 percent
making a suicide attempt, and 24 percent inflicting non-suicidal self-injury.
In 2007, those figures were 6 percent, 1.5 percent, 0.6 percent, and 14
percent, respectively. 
•  One in 10 students indicated that they had experienced sexual assault
in the past year, with 72 percent of these students screening positive for
one or more significant mental health problem, compared to 47 percent of
students without a history of sexual assault. 
•  Some 20 percent of students felt that emotional or mental difficulties had
hurt their academic performance for six days or more over the previous
four weeks. 
•  Based on students’ self-perceived successes in areas such as relation-
ships, self-esteem, purpose, and optimism, only 40 percent of students
were judged to have positive mental health or be flourishing, compared to
57 percent in 2012. 
•  Marijuana use among postsecondary students increased between 2007
and 2019, rising from 14 percent of students reporting the use of marijuana
over the previous 30 days to 24 percent. 
•  Binge drinking decreased between 2007 and 2019, falling from 43 percent
of students who reported binge drinking more than one time during the year
to 37 percent, although the volume of drinking increased (HMN, 2020). 
a The Healthy Minds Network has administered an annual web-based survey of under-
graduate and graduate student mental health–related issues since 2007. More information
about the network and the annual survey are available at https://healthymindsnetwork.org/
data/ (accessed March 24, 2020).
b The National Institute of Mental Health defines major depression, also called clinical de-
pression, as a mental health disorder characterized by persistently depressed mood or loss
of interest in activities, causing significant impairment in daily life. 
 
 
  
 
 
            
 
 
  
  
 
  
  
 
 
 
 
 
   
     
 
 
   
 
 
 
 
 
 
    
  
 
 
 
 
 
 
 
 
      
19 INTRODUCTION
pandemic is one. Institutions of higher education have closed campuses, moved
instruction online, and mandated physical distancing. This, in turn, has caused
substantial disruptions in the lives of the nation’s college students, including loss
of income, anxieties about their future educational and job prospects, and discon­
nection from the social interactions that are a normal part of college and young
adult life. Indeed, a Kaiser Family Foundation survey conducted during the spring
2020 outbreak found that 45 percent of adults believed the pandemic affected
their mental health, and 19 percent reported that the pandemic had a major effect
on it (Kirzinger et al., 2020; Panchal et al., 2020). A weekly survey conducted
by Mental Health America found a 19 percent increase in screening for clinical
anxiety was already occurring during the first weeks of February and a further 12
percent increase was seen in the first two weeks of March (MHA, 2020a). The
National Institute on Drug Abuse has issued an alert that the pandemic could hit
some populations with substance use disorders particularly hard (NIDA, 2020d).
According to Kaiser Family Foundation researchers, “the pandemic is likely to
have both long- and short-term implications for mental health and substance use.
Those with mental illness and substance use disorders pre-pandemic, and those
newly affected, will likely require mental health and substance use services”
(Panchal et al., 2020). 
Surveys administered later in the pandemic have suggested these same trends 
are present at the same or even higher levels in college students (see Box 1-2) 
(HMN and ACHA, 2020). An April 2020 survey by the American Council of
Education found that 41 percent of university presidents ranked student mental
health concerns as one of the five most pressing issues facing their institutions
(Turk et al., 2020a). In addition, roughly 1,700 respondents to another survey by
Active Minds said the pandemic negatively affected their mental health and 20
percent said their mental health had significantly worsened during the pandemic
(Active Minds, 2020). More than half of the students surveyed said they would
not know where to go if they or someone they knew needed professional mental
health services immediately. The rise in the prevalence of mental health problems
is not unique to college student populations; the prevalence is rising in adolescent
and young adult populations overall. 
The second major crisis currently afflicting American life is the economic
turmoil that has accompanied the COVID-19 outbreak. Colleges and universities
are facing unprecedented financial challenges resulting from the loss of tuition
revenues, uncertainty about future enrollment, and the costs of preparing their
campuses to allow students, faculty, and staff to return safely, or absent that,
preparing to deliver coursework online (Startz, 2020). Faculty, staff, and students
alike are experiencing loss of work and wages, which also increase the risks of
experiencing mental health and substance use problems. This may be particularly
true for students coming from communities of color or lower socioeconomic
backgrounds, whom the pandemic has affected disproportionately. 
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BOX 1-2
The COVID-19 Pandemic, Mental Health, and Higher Education 
While the long-lasting impact of COVID-19 on higher education will continue
to interest researchers in the coming years, many colleges and universities are
seeking ways to understand the immediate impact and ways to mitigate the nega-
tive stress on students. The end of the 2019-2020 academic year was met with
early closures of campuses, a transition to virtual classrooms, and the loss of
graduations and other landmark events. As leadership, faculty and staff, students
and families, and the surrounding communities looked to the start of the 2020-
2021 academic year, a new set of questions emerged: Will students be allowed
back on campus and when will a final determination be made? What are the
safety and risk factors? What happens if the situation gets worse?
Although there is some disagreement about the magnitude of the problem,
there is agreement that the pandemic has exacerbated an already large problem.
For example, the Healthy Minds Study and the American College Health Associa-
tion’s report The Impact of COVID-19 on College Student Wellbeing provided data
from 14 campuses.a 
Main findings include:
•  23.3 percent of students reported that it was “much more difficult” and 36.8
reported that it was “somewhat more difficult” to access mental health care. 
•  26.4 percent reported their financial situation to be “a lot more stressful”
and 39.6 percent reported it to be “somewhat more stressful.” 
•  Compared to fall 2019, self-reported rates of depression increased, sub-
stance use decreased, and more students reported that mental health neg-
atively impacted their academic performance. Overall, students reported
lower levels of psychological wellbeing in March–May 2020 in comparison
to fall 2019; however, they also indicated higher levels of resiliency. The
survey also indicates concerns about the future, from how long will the
pandemic last (64.8 percent very or extremely concerned) and people they
care about contracting COVID-19 (64.4 percent were very or extremely
concerned). As the economic environment, labor market, and social unrest
continue to affect all individuals living in the United States, additional data
gathering and research on the impact of students will help colleges and
universities understand the ways to provide support and address mental
health for those enrolled. See Chapter 6 for additional detail on the re-
search agenda. 
a A total of 14 colleges and universities participated in the two studies between March and
May 2020: seven for Healthy Minds Study (HMS) and seven for American College Health
Association National College Health Assessment (ACHA-NCHA). They included one two-
year college. Thirteen of the campuses have 10,000 or more students, and one has less
than 2,500 students.
 
 
    
 
             
  
            
  
             
   
     
 
 
 
   
  
  
 
 
 
 
 
    
 
 
    
 
 
     
 
  
         
  
  
          
   
21 INTRODUCTION
Finally, the nation is facing a third crisis with significant effects on the physi­
cal and mental health of students of color and other historically underrepresented
groups highlighted by the mass demonstrations and calls for racial justice fol­
lowing the murders of George Floyd, Breonna Taylor, and Ahmaud Arbery. In
response to these murders, institutions of higher education, along with many
other institutions and structures in our nation, have a growing recognition of the
work that must be done to address systemic racism and dismantle inequities. The
national energy to address racism and racial disparities raises the imperative to
address issues that disproportionately affect students of color and those from
other underserved populations so that all students can thrive during and after their
years in higher education. 
STUDENT WELLBEING IS FOUNDATIONAL FOR SUCCESS 
The concept of wellbeing, according to the Centers for Disease Control and
Prevention (CDC), refers to “the presence of positive emotions and moods (e.g.,
contentment or happiness), the absence of negative emotions (e.g., depression or
anxiety), satisfaction with life, fulfillment, and positive functioning” (Andrews
and Withey, 1976; CDC, 2018; Diener, 2000). Student wellbeing is foundational
to academic success. 
The CDC and other leading public health organizations argue that wellbeing
has mental, emotional, physical, spiritual, social, financial, and other dimen­
sions that, individually and collectively, impact a variety of outcomes of concern
to colleges and universities. Student wellbeing is about more than just having
happy students: a large body of research has shown that mental health challenges
significantly affect academic achievement and graduation rates in postsecondary
education (Mojtabai et al., 2015). 
Just as wellbeing is a foundational element for students’ success in day-to­
day life, it is equally important for degree completion. However, judging from
the figures cited in Box 1-1, far too many postsecondary students are not experi­
encing a level of wellbeing that will enable them to thrive in an academic setting
and reach their full potential. 
While dealing with stress is a normal part of life, for some students stress
can adversely affect their physical, emotional, and psychological health (Hartley,
2011; Shankar and Park, 2016). Moreover, studies have found that dropout rates
for students with a diagnosable mental health problem range from 43 percent
(Breslau et al., 2008) to as high as 86 percent (Collins and Mowbray, 2005). This
risk is particularly relevant for institutions of higher education given that ado­
lescence and early adulthood is when most mental illnesses are first experienced
(American Psychiatric Association, 2018). Mental health issues may appear in
children and adolescents. A literature review of related studies found evidence
of mental health problems in adolescents, with increases being more prevalent
in girls than boys (Haidt and Twenge, 2019). Thus, many undergraduate and
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graduate students arrive on campus with an undiagnosed mental illness that be­
comes salient during their years as students. 
Addressing the Mental Health Challenges of Students 
In addition to students who may develop mental health challenges during
their time in postsecondary education, growing numbers of students arrive on
campus with a current mental health or substance use problem or having experi­
enced significant trauma in their lives that intensifies the stress response. Manag­
ing that stress response can sap attentional energy—the “bandwidth” necessary
for academic success—negatively affect their physical, emotional, and psycho­
logical wellbeing (Verschelden, 2017). Stress, such as the isolation students are
experiencing during the COVID pandemic, can be a major factor causing relapse
and should be factored into plans for dealing with substance use, particularly in
the post-pandemic period of full reopening. 
Although it is a time of emotional and intellectual growth, pursuing a post­
secondary education, whether at a community college, baccalaureate institution,
or in a graduate or professional degree program, can be a stressful and challeng­
ing experience for many students and negatively affect wellbeing (Larcombe et
al., 2016; Liu et al, 2019).
This can be particularly true for students from historically excluded groups
such as students who are Black, Indigenous, and people of color, first-generation
students; students who graduate from under-resourced high schools, non-native
English speakers; students with disabilities; and sexual and gender minorities.
While education has been characterized as the great equalizer, institutions of
higher education have hardly been immune from the systemic inequalities and
racism that have constrained equal opportunity, adding further stressors to stu­
dents’ academic resilience. Awareness of how students experience stressors within
educational environments is critical, whether it is in activating effects of past
trauma, revealing undiagnosed mental health issues, or navigating social and in­
stitutional mechanisms of privilege and equity. In the general population, studies
have indicated that, for some underrepresented minorities, mental illness can be
seen as highly stigmatizing and can result in lower treatment-seeking, depending
on the context (Gary, 2005; NMHA, 1998; Ward et al., 2014). However, this has
not been found to be the case for college students of color. In a study examining
enrollment and counseling center service utilization data at 66 universities, Hayes 
et al. (2011) found no difference in utilization of counseling services between
ethnic minority students and European American students. In fact, the authors
found that “among students of color, utilization of campus counseling services
was predicted by greater psychological distress, less family support, and a his­
tory of previous psychological problems.” The authors also found that the ethnic
composition of the student body, as well as the ethnic composition of the coun­
seling center staff, predicted the likelihood that students would seek counseling
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services. For example, the higher the percentage of African American therapists
at a university counseling center, the greater the percentage of African American
students who sought services. Some programs that address these issues, including 
the stigma of mental health for all students as well as underrepresented minority
students, are described in Chapter 3.
Results from the Healthy Minds study have shown that across all types of post­
secondary institutions and fields of study, students reporting mental health problems
were twice as likely as other students to drop out of school before completing
their degree (Eisenberg, Golberstein, and Gollust, 2009). Even for those students
who do graduate, mental health problems can be associated with breaks in their
education (Arria et al., 2013), longer times to graduation, and lower grade point
averages. In addition, a Microsoft/Economist Intelligence Unit survey found that
79 percent of postsecondary educators believe that emotional wellbeing is a “very”
or “extremely” important factor in student academic success. Seventy percent of
those surveyed believed that emotional wellbeing has become more important for
student success than when they started their careers (Green, 2019). 
Further along in their intellectual and career development, graduate and pro­
fessional students’ mental health are growing concerns, too. It has been reported
that the rates of mental health problems in graduate students is six times that of
the general population (Evans et al., 2018). A 2014 report from the University of
California, Berkeley, found that 43 to 46 percent of bioscience graduate students
reported that they were depressed (Panger, Tryon, and Smith, 2014). A more re­
cent survey of nearly 2,300 doctoral and master’s degree students across all fields
found that graduate students were four times more likely to suffer from depression
and anxiety than a member of the general public in the same age group (Evans et
al., 2018). Greater than 40 percent of graduate students surveyed had moderate to
severe anxiety, and nearly 40 percent had moderate to severe depression. Similarly,
a 2014 survey of medical students found that 58 percent screened positive for de­
pression and nearly 75 percent reported a high or intermediate level of emotional
exhaustion (Dyrbye et al., 2014). In other survey data from 89 institutions, there
was considerable variation in the rates of depression and anxiety by field of study
and social identities in the graduate and professional student population, suggesting
the need for targeted attention and efforts at this level (Posselt, 2016). See Box 1-3
for key definitions related to mental health and substance use.
THE CASE FOR SHARED RESPONSIBILITY 
The goal of postsecondary education is to equip students with the knowledge
and degree credentials that will enable them to be productive members of society.
Hence, it will undoubtedly further an institution’s academic mission to increase
student degree completion rates and foster a higher level of student performance
and learning via a campus-wide focus on student mental health and wellbeing.
One recent study found that 25 percent of students who dropped out of college
  
           
  
 
 
 
  
       
 
    
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
24 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
BOX 1-3
 
Select Definitions Related to Mental Illness
 
and Substance Use Disorders
 
Early intervention is defined as “diagnosing and treating a mental illness when
it first develops” (NIMH, 2020g). 
Any mental illness (AMI) is defined as “a mental, behavioral, or emotional disor-
der. AMI can vary in impact, ranging from no impairment to mild, moderate, and
even severe impairment (e.g., individuals with serious mental illness as defined
below)” (NIMH, 2020h). 
Serious mental illness (SMI) is defined as a “mental, behavioral, or emotional dis-
order resulting in serious functional impairment, which substantially interferes with or
limits one or more major life activities. The burden of mental illnesses is particularly
concentrated among those who experience disability due to SMI” (NIMH, 2020h). 
Substance use disorder (SUD) is defined as a “medical illness caused by
disordered use of a substance or substances. According to the fifth edition of
the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), SUDs are
characterized by clinically significant impairments in health, social function, and
impaired control over substance use and are diagnosed through assessing cog-
nitive, behavioral, and psychological symptoms. An SUD can range from mild to
severe” (NIDA, 2020b). 
Treatment for mental illnesses usually consists of therapy, medication, or a
combination of the two. Treatment can be given in person or through a phone or
computer (telehealth) (NIMH, 2020a).
Wellbeing has a variety of definitions, but for the purposes of this report, well-
being is a holistic concept referring to both physical and mental health. Mental
wellbeing includes a sense of personal safety and security, emotional support and
connection, mechanisms to cope with stressors, and access to services when
appropriate for short- and long-term care. 
with a grade point average less than 3.0 screened positive for at least one mental
illness. Another study showed that some 30 percent of college students suffering
from depression will drop out of school (Douce and Keeling, 2014). For students
from historically underserved groups who may have been underdiagnosed, there
may be higher levels of undetected psychiatric problems that increase students’
risk of developing mental health problems while on campus. Attending to the
multifactorial dynamics in mental health and wellbeing requires paying attention
to the interplay between historical factors in psychiatric diagnosis by race and
ethnicity (Chen et al., 2019). 
A report from the American Council on Education emphasizes the point, say­
ing, “the connection between mental health issues and student retention, particu­
larly for students from historically underserved groups, has implications for the
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economic wellbeing of students and institutions alike. Specifically, the negative
effects of mental health and substance use problems on student retention suggest
that institutional investments in student mental health are likely to generate both in­
creased tuition revenues for institutions and higher earnings for students who attain
a college degree” (Lipson, Lattie, and Eisenberg, 2019). As this report discusses in
Chapter 5, investing resources to address student mental health issues and foster
student wellbeing can have a sizable return on investment, both for the institution
and society at large (Eisenberg, Golberstein, and Hunt, 2009). Additional motiva­
tions for postsecondary institutions to promote student wellbeing include transient
and repeated relocation away from natural support systems, a rising awareness
that higher education’s own culture can compromise wellbeing, and evidence that
healthier academic communities are more productive and creative. 
Virtually every institution of higher education provides some sort of mental
health counseling, typically through a counseling and psychological services
center. This institutionalized function, though usually underfunded to provide
all of the mental health needs for matriculating students, can lead college and
university leaders to assume that simply bolstering their counseling centers could
be an acceptable solution to mental health problems that today’s students face. It
is the committee’s judgment, however, that counseling centers cannot and should
not be expected to solve these problems alone, given that the factors and forces
affecting student wellbeing go well beyond the purview and resources that coun­
seling centers can bring to bear. Moreover, the committee believes institutions
of higher education need to tackle two significant challenges. First, they must
address the challenges arising from the increasing incidence of mental health
and substance use issues among students in postsecondary education. In addition,
both the institutions and their faculty and staff need to address the issues within
higher education institutions themselves that contribute to this increasing inci­
dence. A primary factor in dealing with these issues is the need for institutions to
address the inadequate resources currently assigned in most places to counseling
centers after decades of mental health interventions designed to identify and refer
students to treatment. 
Another driver for colleges and universities to improve the mental health
and substance use services they offer is accreditation. The Department of Edu­
cation delegated to accreditation organizations the responsibility to evaluate
and certify that colleges and universities are providing quality education and
value to the public. In fact, accreditation approval is a key factor in universities
and colleges qualifying for federal funding for research and education. These
accreditation organizations, such as the Higher Learning Commission, several
regional accrediting bodies, and others, have recently strengthened their standards
for higher education institutions to track and improve student outcomes in the
areas of retention, completion rates, job placement, and graduate school place­
ment, all outcomes that are negatively affected when student mental health issues
are not addressed. For example, the new 2020 Higher Learning Commission
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accreditation standards state, “the institution pursues educational improvement
through goals and strategies that improve retention, persistence and completion
rates in its degree programs (Standard 4.C.)” and “the institution implements its
plans to systematically improve its operations and student outcomes (Standard
5.C.6).”3 
An “all hands” approach, one that emphasizes shared responsibility and
a holistic understanding of what it means in practice to support students, is
needed if institutions of higher education are to intervene from anything more
than a reactive standpoint. Creating this systemic change requires that institu­
tions examine the entire culture and environment of the institution and accept
more responsibility for creating learning environments where a changing student
population can thrive. Specifically, creating conditions that support mental health
and helping students deal with mental health and substance use issues when they
arise, including helping them access adequate professional help, requires mobi­
lizing commitment and actions by the entire institution. The committee strongly
believes that only through such a multi-pronged strategy (see Chapter 5) can our
nation’s institutions of higher education create a supportive environment that will
benefit everyone, including faculty and staff who must be active participants in
this effort. 
In addition to being aware of the ways in which they might exacerbate condi­
tions that undermine student health, faculty have an underacknowledged role in
promoting student mental health. This is not to say that faculty should become
professional counselors or therapists. They are front-line workers, however, and
therefore should have basic training in identifying and speaking with students
who may benefit from an intervention for a mental health concern or other
stressor, such as food or housing insecurity. Faculty should know about the main
offices on campus that provide students with support for basic needs and mental
health, as well as those that offer wellbeing programs. Faculty also need training
to understand how their own teaching, mentoring, supervision, and lab leadership
affect their student’s mental health, and they need opportunities to develop skills
and norms that improve their work in these areas (NASEM, 2019b). Again, fac­
ulty should not act in the place of trained counselors, but they do need to promote
a healthy learning environment, recognize issues, empathize with students, and
refer them to professionals who can help.
It is the responsibility of the entire university community (administrators,
faculty, and staff)—not solely students and those who treat them—to consider
student perspectives and incorporate their suggestions to create an environment
of health, safety, inclusiveness, respect, and wellbeing.
Institutional leaders should strive toward wellness of academia as a whole,
rather than just focusing on students. The culture of academia can be a hostile
3 The criteria for accreditation from the Higher Learning Commission can be found at https://www. 
hlcommission.org/Policies/revised-criteria-for-accreditation.html (accessed August 3, 2020). 
 
 
 
 
  
 
 
  
 
 
 
 
 
         
          
 
         
            
 
  
       
   
 
  
  
  
          
 
    
 
  
27 INTRODUCTION
environment for students and can create or exacerbate mental health issues.
Institutional leadership must consider that asking students to change their own
circumstances without institutional help is beyond what can be reasonably ex­
pected, particularly for students who come from historically marginalized or
excluded populations.
Systemic racism in the United States has a major impact on students’ sense
of safety, wellbeing, and mental health, particularly but not only for students of
color. Although the impact of systemic racism on student wellbeing and mental
health warrants an entirely separate study, the committee emphasizes that it is
critical for institutions to examine the extent to which racism affects and threat­
ens students and all other members of the academic community. Listening to the
voices of students, staff, and professors who have been the target of racism is the
only way to learn how pervasive it is. As a recent report notes, “racial trauma-
informed leadership prioritizes listening, demonstrates empathy towards injus­
tices and inequalities experienced by students of color, and creates and adapts
resources that respond to their mental health needs” (Steve Fund, 2020). 
Institutions should look especially carefully at policies that affect the aca­
demic and social environment, including alcohol and other drug policies and
policies on sexual harassment and assault, as well as those that govern student
organizations such as fraternities and sororities and their off-campus venues.
In summary, to realize long-term, widescale improvements in student wellbe­
ing, institutions should both improve their infrastructure to respond to needs that
arise and improve the qualities of environments in which students already work
and learn. They need to become more proactive and less reactive in ensuring a
climate that promotes wellness for everyone on campus.
BACKGROUND OF THE REPORT 
To understand how the culture of a given institution of higher education af­
fects student wellbeing and can trigger student mental health problems or exacer­
bate existing ones, and to identify approaches that institutions can adopt to foster
student wellbeing and help those students who are having difficulties, the Na­
tional Academies of Sciences, Engineering, and Medicine launched an 18-month
consensus study in June 2019. Under the auspices of the Board on Higher Educa­
tion and Workforce, and in collaboration with the Health and Medicine Division,
the National Academies appointed a committee of experts to examine the most
current research and consider the ways that institutions of higher education, in­
cluding community colleges, provide treatment and support for the mental health
and wellbeing of undergraduate and graduate students in all fields of study. For
the purposes of this report, the term mental health will be used to refer to mental
health and emotional and behavioral issues. The term mental illness will be used
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specifically in reference to diagnosed serious mental disorders, including depres­
sion, schizophrenia, bipolar disorder, or anxiety disorder. 
By contrast, wellbeing is a holistic concept referring to both physical and
mental health. Mental wellbeing includes a sense of personal safety and security,
emotional support and connection, mechanisms to cope with stressors, and ac­
cess to services when appropriate for short- and long-term care. The committee
believes that institutions have a responsibility both to enhance the wellbeing of
all students and to provide additional support to a subset of students with more
severe emotional distress and mental illness. 
The Statement of Task for the Committee on Supporting the Whole Student:
Mental Health, Substance Abuse, and Wellbeing in Higher Education includes
the following specific tasks: 
•	 Identify and review programs, practices, resources, and policies that insti­
tutions of higher education have developed to treat mental health issues
and to support wellbeing on campuses. 
•	 Analyze the challenges that institutions face—including financial, cultural,
and human resource obstacles and methods to address these challenges. 
•	 Investigate factors related to the funding of and access to mental health
services and support for student wellbeing, such as student academic
performance and campus climate. 
•	 Examine, to the extent possible, the relationship between student mental
health, wellbeing, and rates of alcohol and drug use, and recommend ways
in which institutions can address substance use and its effects on campus
climate. 
•	 Produce a consensus report with recommendations, as well as derivative
products that will be broadly distributed on campuses, at professional
society meetings, and in other venues. 
Over the course of the 18-month study, the committee held two in-person
and two virtual listening sessions with university leaders and administrators,
counseling center directors and staff, researchers, and students on four campuses.
Participants were asked to comment on the statement of task, share related
research, describe mental health services on campus (location of offices, staff
organization, and description of roles), and identify issues they saw as priorities
in the field. Because a significant portion of the study took place during the height
of the COVID-19 outbreak, the committee’s ability to meet and hold discussions
in person and conduct information-gathering activities and listening sessions at
institutions of various types and sizes and conferences was limited. 
The committee also examined data from multiple federal agencies and na­
tional professional networks and associations and commissioned the following
papers and literature reviews:
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Miriam Akeju, “Behavioral Health of Students Identifying as Hispanic/ 
Latinx at Colleges and Universities: Existing Data, Trends, and Best 
Practices for Prevention, Early Intervention and Treatment.” 
Angie Barrall, “Substance Use Disorders: Literature Review and Research 
Analysis.” 
Nicole Braun, “Mental Illness, Substance Use, and Wellness at Community 
Colleges in the US: Literature Review and Research Analysis.” 
Susanna Harris, “A Review of Mental Health, Substance Abuse, and 
Well-being Resources for Students and a Review of Previous Report 
Recommendations in Higher Education.” 
David Patterson Silver Wolf; Asher Blackdeer, A.; Beeler-Stinn, S.; & Van 
Schuyver, J., “Behavioral Health Trends of Students Enrolled at Historically 
Black College and Universities and Tribal Colleges and Universities.” 
Finally, the committee commissioned an analysis by the Counseling Center
of the University of Illinois at Urbana-Champaign of previously unpublished data
on suicide rates from 2009 to 2018 at 13 campuses that are members of the Big
Ten Counseling Centers, modeled on a similar study by Silverman el al., 1997.
This analysis can be found in Appendix D. 
In conducting its research and making its recommendations, the commit­
tee decided to craft its findings and recommendations in ways that apply across
the diverse types of academic institutions, and, when possible, point out special
circumstances unique to individual types of institutions. The committee also
paid greater attention to educational levels and academic fields in which data on
student mental health issues were available. The report, therefore, contains some
information on graduate students and medical students but focuses primarily on
undergraduate students. Even though the committee was asked to investigate
mental health issues among Science, Technology, Engineering, Mathematics,
and Medicine (STEMM) students where feasible, most of the data relevant to
this study are not disaggregated by field. In any case, the issues of mental health,
substance use, and wellbeing affect all students in all disciplines, as do the cam­
pus services provided to deal with them.
Although mental health issues affect students in all professional fields of
study, the committee was explicitly asked by the study sponsors to focus on
medical students. It has provided some information on medical students, although
given the broad scope of the study, that information is necessarily brief. In its
focus on medical students, the committee acknowledges that the mental health
issues facing this population frequently also apply to other health professionals
  
  
 
 
 
  
 
 
 
 
 
 
 
 
        
   
 
  
 
 
 
  
  
 
 
 
           
 
 
 
           
 
  
 
 
    
 
             
30 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
and students pursuing other health degrees. These mental health issues have been
exacerbated by the COVID-19 crisis, where all health professionals are facing
front line stresses related to the diagnosis, treatment, and care of patients and have
been found to be at higher risk of developing psychological distress and other
mental health symptoms. 
The committee’s approach was to make the majority of its recommendations
suitable for all institutions and to point out exceptions to those recommendations
where appropriate. 
Again, the committee acknowledges that there are limited data available on
the mental health of students disaggregated by field. This is unfortunate, as differ­
ences by field are likely. For example, authors of a study at California Polytechnic
State University found that the university’s engineering students “suffer from
certain mental health issues at a much higher rate than the average U.S. college
student” (Danowitz and Beddoes, 2018). Further research on fields and subfields
may reveal additional information about the specific needs of that population. 
DATA SOURCES AND CONSIDERATIONS 
Data on mental health and substance use in students can be challenging to
interpret for a number of reasons. These data are drawn from different groups of
students, including those seeking mental health services in counseling centers,
subjects of targeted surveys on specific problems, higher education students in
general, and broader segments of an age-equivalent population in and outside
academia. Also, multiple methods are used in data collection, and it is important
to consider the varying strengths, limitations, and purposes of various measure­
ment approaches.
Much of the information on the incidence of mental health and substance
use problems among students is based on self-reports from general population
surveys, not actual clinical evaluations. This approach has the advantage of draw­
ing from entire student populations, regardless of contact with health services,
but it is also subject to key limitations. Self-report surveys typically rely on brief
screens that are correlated with but not equivalent to clinical evaluations, resulting
in a certain proportion of false positives and false negatives, depending on the
sensitivity and specificity of the screen. In addition, survey self-reports are vul­
nerable to nonresponse bias, in which systematic differences between survey re­
spondents and nonrespondents may yield results that do not accurately represent
the target population (Dang et al., 2020). At the same time, self-reported screens
are an economical method for collecting data from large populations, and they
remain the predominant approach to estimating the prevalence of mental health
conditions in psychiatric epidemiology research. 
Data from clinical settings are drawn from students who use mental health
services from a counseling center in order to be evaluated or receive treat­
ment. These data have two major strengths: the potential to characterize the full
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sub-population (by minimizing or eliminating nonresponse) and the ability to
include assessments by clinicians instead of or in addition to self-reported symp­
toms. The key caveat for clinical data is that they are limited to those who use
clinical services and therefore do not represent students who are not accessing
those services.
No single data point, or source of data, is capable of conveying the com­
plexity of mental health and substance use problems among students. Multiple
approaches and methodologies provide contrasting angles on the same concept
and contribute to a richer understanding of the issues. These different approaches
need to be taken into account in forming conclusions about the prevalence of
mental health and substance use issues in higher education. Chapter 6 describes
some of the research needed to help address data limitations. 
STRUCTURE OF THE REPORT 
Recommendations in this report are directed at the various stakeholders in
the U.S. postsecondary education enterprise, including federal and state policy
makers and funders, institutions of higher education and their administrators and
faculty, as well as the students that the system is intended to educate. The rec­
ommendations are intended to help the nation’s institutions of higher education
provide guidance that enables all who work and learn within it to create an envi­
ronment that supports student wellbeing, establishes a culture that destigmatizes
mental health issues, and provides those students in need with the appropriate
services and resources. At the same time, the committee recognizes that at least
some of its recommendations will require funds and institutional capacities that
many community colleges, universities, and graduate and medical schools cur­
rently lack. For this reason, the committee also includes recommendations for
policy makers and funders of higher education to help academic institutions
bridge gaps and build capacity for long-term improvement. 
As has been the case with other recent reports from the National Academies,
such as Graduate STEM Education for the 21st Century, The Science of Effective
Mentorship in STEMM, Breaking Through: The Next Generation of Biomedical
and Behavioral Sciences Researchers, and The Integration of the Humanities and
Arts with Sciences, Engineering, and Medicine in Higher Education: Branches
from the Same Tree, improving student wellbeing comes down to an imperative
to change institutional culture. Absent culture change, the status quo will remain.
It is the committee’s hope that this report will serve as a call to action to faculty
members, deans, provosts, presidents, and other university administrators to ad­
dress the policies and culture of the nation’s institutions of higher education that
adversely affect students’ mental health and substance use. 
Following this introductory chapter, the remainder of this report lays out
the committee’s analysis of the current state of students and institutions regard­
ing mental health, substance use, and wellbeing in Chapters 2. Chapter 3 offers
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mental health, substance use, and wellbeing approaches, resources, and programs
provided to the general student population, and Chapter 4 covers services pro­
vided to students by licensed providers or in a clinical setting. Chapter 5 examines
specific challenges and barriers to change and the opportunities to address them
with evidence-based interventions. Chapter 5 also contains the report’s major
recommendations. Chapter 6 provides a listing of major issues that require ad­
ditional research if the recommendations in this report are to be fully effective
once implemented. 
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Mental Health, Substance Use, and
 
Wellbeing in Higher Education
 
in the United States
 
The system of higher education in the United States is complex and di­
verse—both in terms of the types of degree-granting institutions and the diversity
of the student populations. Both are critical considerations in framing approaches
to dealing with an increasing prevalence of mental health problems and substance
use within this system. This chapter begins with broad trends in higher educa­
tion structures and the types of students attending them, as a foundation for the
discussion of mental health trends. 
THE STRUCTURE OF THE HIGHER EDUCATION SYSTEM 
There are more than 4,000 institutions of higher education in the United
States, both publicly and privately funded. Publicly funded institutions—most
institutions of higher education—are overseen by elected or appointed boards of
directors or regents. Even though similar boards oversee private institutions, both
not-for-profit and for-profit, these are appointed by the institutions themselves.
As a result, the individuals or entities in control of private, for-profit institutions
can receive bonuses, dividends, and other financial benefits in the event of net
profit. Chapter 5 provides more information about the ways in which changes
come about in different types of institutions. 
“Community college” is a term used in the United States to refer primarily
to institutions of higher education that confer associate degrees as the terminal
degree. This report will reference data related to associate degree–granting
institutions, even as some community colleges have begun to offer bachelor’s
degrees (AACC, 2019). In 2018-2019, the approximately 1,300 community
colleges in the United States served 5.7 million students or 35 percent of all
33
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undergraduate students (NCES, 2020). Community colleges are more likely
to serve students who are Black, Indigenous, and people of color (BIPOC), of
lower socioeconomic status, and/or are the first in their family to attend college,
known as first-generation students (Snyder, de Brey, and Dillow, 2019). As of
2018, community colleges as a whole had passed the minority-majority threshold,
meaning that greater than 50 percent of the students are from groups other than
white. Demographic factors such as socioeconomic status, race/ethnicity, and
first-generation status can increase the likelihood of academic vulnerabilities that
correlate with lower rates of completion, often increasing the need for remedial
coursework that community college students require at higher rates than do those
at bachelor’s degree–granting colleges and universities (Snyder, de Brey, and
Dillow, 2019). Community colleges often have fewer resources than bachelor’s
degree–granting colleges and universities to serve more students who are less
likely to have benefited from a strong K-12 education, safe communities, and
other factors that correlate with higher socioeconomic status; thus increasing the
need to make counseling and resources more available at community colleges 
Under the umbrella of graduate schools, this report includes master’s and
doctoral degree–granting programs, as well as medical and other professional
degree programs beyond the bachelor’s degree. The U.S. Department of Educa­
tion (ED) describes master’s programs as a first-level graduate degree that takes
approximately two years to complete. For research doctoral degrees (not includ­
ing professional degrees), ED describes the degree as a program that includes
advanced study and independent research with supervision, culminating in a
dissertation or thesis. Distinct from a research doctoral degree, ED considers the
Doctor of Medicine (M.D.) as a first-professional degree. In 2018-2019, there
were 154 institutions that offered programs for medical education (AAMC, 2019,
chart 5). 
The United States also has a number of institutions that are classified as Mi­
nority Serving Institutions (MSIs), which cut across two- and four-year degree-
granting institutions. MSIs traditionally fall into two categories: historically
defined or enrollment-defined (see Table B-1 and Table B-2 in Appendix B). 
According to the National Academies 2019 report Minority Serving Institu­
tions: America’s Underutilized Resource for Strengthening the STEM Workforce
(NASEM, 2019a), “there are more than 700 federally designated MSIs that repre­
sent approximately 14 percent of all degree-granting, Title IV-eligible institutions
of higher education. Taken together, MSIs enroll roughly five million students,
or nearly 30 percent of all undergraduates in U.S. higher education” (NASEM,
2019a). MSIs as a category are themselves diverse in nature (Núñez, Hurtado,
and Calderón Galdeano, 2015), and there is some disagreement among different
stakeholders as to how to count the number of MSIs, resulting in varying esti­
mates of the total number of MSIs in the United States (NASEM, 2019a). 
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CHANGES IN STUDENT DEMOGRAPHICS
 
The composition of the student body at U.S. institutions of higher education
has become increasingly diverse over the past decades (ACE, 2020). Colleges
and universities, originally designed to serve a predominantly white and male
population, have experienced a shift in the proportions of students who can be
characterized by gender, race and ethnicity, socioeconomic status, citizenship,
veteran status, disability status, and sexual and gender minority (SGM) status,1 
first-generation students, and students with dependents. As the representation of
historically excluded groups has increased in the United States, colleges and uni­
versities have had to learn to expand their view of how to support students from
different backgrounds so that the diversity of the entering classes is reflected in
the diversity of those students who graduate and enter the workforce or pursue
additional educational experiences (see Box 2-1 for terminology in the report).
In postsecondary education, the overall enrollment of female students
achieved parity with males in the late 1970s, and the share of female students
has continued to increase, reaching 57 percent of overall enrollment by 2018­
2019 (Snyder, de Brey, and Dillow, 2019). There remain disciplines such as
computer science, engineering, physics, and mathematics where women have
been underrepresented and continue to comprise a smaller proportion of degrees
conferred. Similarly, the increase in diversity in terms of race and ethnicity, both
in absolute numbers and the proportion of students who are Black, Hispanic,
Asian, Pacific Islander, Native Indian/Alaska Native, or of two or more races, has
not translated into equal rates of graduation or fields of study (Snyder, de Brey,
and Dillow, 2019). 
Varying completion rates for racial and ethnic minority students suggest
there are factors within higher education that fail to provide equitable support
to students from BIPOC groups. It is also more likely that students from his­
torically underrepresented racial and ethnic backgrounds come from a lower
socioeconomic background and are first-generation students, two other factors
that correlate with lower rates of completion (Reynolds and Cruise, 2020; Wilbur
and Roscigno, 2016). Looking to future trends, the proportion of students who
are Black, Hispanic, Asian, Pacific Islander, Native American/Alaska Native, and
multiple-race non-Hispanic is projected to increase, and institutions of higher
education will need to continue to search for opportunities to provide additional
supports for these students (see Figure 2-1). 
1 Sexual and gender minority (SGM) populations “include, but are not limited to, individuals who
identify as lesbian, gay, bisexual, asexual, transgender, Two-Spirit, queer, and/or intersex. Individuals
with same-sex or -gender attractions or behaviors and those with a difference in sex development are
also included. These populations also encompass those who do not self-identify with one of these
terms but whose sexual orientation, gender identity or expression, or reproductive development is
characterized by non-binary constructs of sexual orientation, gender, and/or sex.” This definition has
been provided by the Sexual & Gender Minority Research Office (SGMRO) that coordinates (SGM)­
related research and activities at the National Institutes of Health.
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BOX 2-1

Terms Used in This Report
 
For the purposes of this report, the committee will use two terms to describe
groups of students: Black, Indigenous, and people of color (BIPOC) and histori-
cally excluded.
Black, Indigenous, and people of color (BIPOC): This term reflects the distinct 
history of discrimination, harm, and racism that the United States has caused 
Black and Indigenous people. The inclusion of people of color in BIPOC reflects 
the ways that individuals from other race and ethnic groups have also been dis-
criminated against in the United States. 
Historically Excluded: This term includes individuals who are BIPOC in addition 
to other identities that have had limited access to higher education and have faced 
broader discrimination based on gender, race and ethnicity, socioeconomic status, 
citizenship, sexual and gender minority status, disability, first generation student 
status, and their status as students with dependents. The use of “excluded” to 
describe the treatment of these groups represents the outcomes of policies used 
to discriminate against these people with these identities whether or not they 
were developed intentionally. Thus, this term includes discrimination caused to 
individuals from these groups from implicit bias and unintended policies. The use 
of exclusion is meant to capture the impact of the actions rather than the intent, as
the individuals in these groups experienced reduced access to higher education 
and a less welcoming environment. 
FIGURE 2-1 Changing U.S. demographics from 1965 to 2065, percentage of the total
 
population.
 
Note: Whites, Blacks, and Asians include only single-race non-Hispanics; Asians include
 
Pacific Islanders. Other races include Native American/Alaska Native and multiple-race
 
non-Hispanics. Hispanics can be of any race.
 
Source: Taylor, 2016.
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The data above reflect gender as a category and race and ethnic background
as a separate category; however, the tendency to disaggregate and present data
by these dimensions alone does not reflect the fact that people live with overlap­
ping identities and belong to many groups. The term “intersectionality” refers to
the multiple identities that students hold and how those identities interact. The
term intersectionality was originally coined by legal scholar Kimberlé Crenshaw
to describe the combined experience of Black women facing both sexism and
racism, but has been broadened to describe “the interconnected nature of social
categorizations such as race, class, and gender, regarded as creating overlapping
and interdependent systems of discrimination or disadvantage” (Crenshaw, 1989;
McCall, 2005). 
This report also examines other groups of interest to higher education, in­
cluding, but not limited to, students with disabilities, students from lower so­
cioeconomic status, first-generation students, veterans, student-atheletes, and
students who are SGM students. Many of these students often fall into the
category of what the Postsecondary National Policy Institute (PNPI) calls the
“post-traditional student.” According to PNPI, nearly 15 percent of the U.S.
undergraduate population would be considered “traditional” students, i.e., those
between 17 and 21 years old who attend 4-year colleges and live on campus
(PNPI, 2020b). The remaining 85 percent of students enrolled in the nation’s col­
leges and universities include adult learners, working parents, full-time workers,
low-income students, and students who commute to school.
Some demographic groups and identities intersect more often than others
do. For example, student veterans are more likely to be older, have dependents,
and have a higher rate of reporting disability than non-veteran students (26 per­
cent versus 19 percent) (NCES, 2019). As will be described later in this chapter,
students who are BIPOC are also more likely to be first-generation students and
to come from lower socioeconomic status. An intersectional understanding of
student identities is a way to see the cumulative impact of discriminatory policies,
unequal distribution of wealth across demographic groups, and other systemic
inequities that have caused harm. Colleges and universities seeking to create
equitable representation in enrollment across all groups must recognize the ways
that the legacy of these historical practices fail to serve the many dimensions of
the students who seek degrees today. 
TRENDS IN MENTAL HEALTH AND SUBSTANCE
 
USE IN HIGHER EDUCATION
 
Over the past two decades, numerous reports from higher education stake­
holders have drawn attention to the increasingly complex concerns relating to
mental health among students in postsecondary education (Duffy et al., 2019,
2020). The media, as well as some leaders in higher education, has categorized
the current situation as a crisis—citing the facts that more students than ever
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report symptoms consistent with mental illness, that substance use continues to
be a serious problem on campuses, and that there has been a dramatic increase in
students’ being referred to and utilizing mental health services. The COVID-19
pandemic has exacerbated the situation. It is negatively impacting students, as it is
the entire population, in ways we do not yet fully understand. Some recent stud­
ies have identified examples of that impact at specific institutions; in one study,
students reported more stress and anxiety due to the COVID-19 outbreak (Son et
al., 2020), and in another, researchers found that, compared with prior academic
terms, students who were enrolled during COVID-19, “were more sedentary,
anxious, and depressed” (Huckins et al., 2020). How those impacts compare with
increases in anxiety and stress in the general population is unknown.
However, the current situation, including the long-term impact of the pan­
demic, is difficult to assess accurately and quite complex. As one group of re­
searchers has argued, “[…] based on this evidence, it is tempting to conclude that
more college students in recent years are suffering from mood disorders. How­
ever, increases in service utilization could be caused by many factors other than
increased prevalence, including greater awareness, better accessibility of services,
improved outreach, or other factors not rooted in a true increase in prevalence”
(Duffy, Twenge, and Joiner, 2019).
In addition, over the past 15 years numerous federal, state, and private funding
mechanisms, including the Garret Lee Smith Memorial Act, have invested hundreds
of millions of dollars toward reducing stigma, increasing help-seeking, and training
gate-keepers; all of which lead to increased rates of identification and referral of
students for treatment. Whether or not the state of mental health in higher education
constituted a crisis, the simultaneous triad of COVID-19, the economic downturn,
and long-standing racism and racial oppression did not improve the general living
conditions of those living and receiving education in the United States.
Thus, institutions of higher education face the challenge of meeting a broad
range of students’ needs in the context of increasing distress and demand for
services at the same moment in time when leadership must make decisions about
virtual or in-person enrollment, pandemic protocols, and even more uncertain
budgets. These challenges come at a time when higher education has received
the greatest decline in public financial support in decades, resulting in tight bud­
gets and difficult allocation decisions. In terms of mental health, colleges and
universities are also operating in the larger U.S. context of unequally distributed
therapeutic, psychological, and psychiatric services across the nation. Access to
these services may be reduced as a result of the cost of health insurance, limited
coverage of mental health services by insurance companies, the number of private
providers who accept insurance or referrals for a given insurance type, and the
concentration of providers in any given area. The challenges for colleges and
universities, aligned with the state of U.S. mental health services generally, serves
as the context for the following trends.
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National Data Sources and Considerations 
While the overall trends presented in the sections above provide a starting
point for understanding the trends in mental health and substance use in higher
education, the existing data do not provide a thorough understanding of all popu­
lations in higher education. Articles on college and university mental health, for
example, often cite age-matched data. These data are useful for understanding
context and broader mental health trends in young adults as a whole, but they
may not necessarily reflect the prevalence of mental health issues in students.
For example, having national data that can be disaggregated between students
enrolled in higher education and those who are not would allow researchers to
make comparisons between college and age-matched peers (see Box 2-2). 
The degree to which existing datasets can be disaggregated by gender, race
and ethnic group, nationality, veteran status, SGM status, first-generation student
status, socioeconomic status, and other characteristics varies. As colleges and
universities address discrimination and bias in admissions, campus leaders, re­
searchers, and public health providers would benefit from understanding national
trends for these groups, as well as for those at their own institution (see Chapter
3). Going forward, it would be helpful to collect information that could be dis­
aggregated by types of institutions and programs, notably community colleges,
MSIs, graduate programs, and programs that enroll students primarily in hybrid
or online models. Community colleges and MSIs, which serve more students who
are BIPOC and first-generation students, often have fewer financial resources
to collect data. A better understanding of their circumstances could help those
campuses make more effective decisions in terms of programs and avenues for
support (see Box 2-3).
An additional data issue arises from the fact that general population estimates
are affected by survey nonresponse. Students who participate in the surveys
could be systematically different from those who do not (e.g., more attuned to
or interested in mental health concerns), which could bias the estimates upwards
or downwards relative to the true population values. Similarly, screening instru­
ments used in general population surveys, such as the nine-item major depression
module of the Patient Health Questionnaire (PHQ-9), are known to signifi­
cantly overestimate prevalence rates (Levis et al., 2020). The useful and oft-cited
Healthy Minds Study, for example, uses survey sample weights based on known
characteristics of the full population (e.g., gender, race/ethnicity, academic level,
and grade point average distribution), but a follow-up study indicated that initial
survey participants were more likely than nonrespondents to have symptoms of
depression and use mental health services (Eisenberg, Golberstein, and Gollust,
2007). Additional discussion of self-reported data from general population sur­
veys compared to data from clinical diagnoses can be found in Chapter 1. 
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BOX 2-2
 
National Data Sources of Mental Health,

Substance Use, and Wellbeing
 
There are key differences in the types of national data available to illustrate the
trends in mental health, substance use, and wellbeing in higher education. Some
databases provide data drawn from college students receiving mental health
services. These data, such as those collected by the Center for Collegiate Mental
Health (CCMH), represent the population of students seeking services across the
nation as well as data provided by the clinicians who treat them. Clinical data are
drawn from students who have sought care from their college or university coun-
seling center, however, and not all students seek care or have access to care. In
contrast, general population surveys—another important data source—provide
information based on individual self-reported symptoms that represent a measure
of symptom prevalence in the population that is generalized from students who
respond to the surveys. These two types of data are important information that can
be considered in parallel, and this report will reference both clinical and general
population data to identify trends. Below is a list of national data sources for men-
tal health, substance use, and wellbeing in higher education and for young adults. 
Center for Collegiate Mental Health at Pennsylvania State University: CCMH 
started in 2004, is a Practice-Research-Network dedicated to the field of college 
student mental health. CCMH brings science and practice together by collecting 
aggregate, de-identified, standardized mental health data through routine clinical 
practice from more than 650 college counseling center members. CCMH man-
ages a variety of standardized data points, including the Counseling Center As-
sessment of Psychological Symptoms (CCAPS), a multi-dimensional assessment 
instrument, most recently updated in 2019, with norms based on 448,904 students 
seeking counseling services. The CCAPS is available in multiple lengths, used 
for both intake and routine outcome monitoring, and includes eight subscales: 
Depression, Generalized Anxiety, Social Anxiety, Academic Distress, Eating Con-
cerns, Family Distress, Hostility, Substance Use, and a generalized Distress 
Index. CCMH also developed the Standardized Data Set (SDS), a standardized 
set of questions typically used at intake to collect demographic information about 
clients receiving mental health treatment at college counseling centers. Currently, 
CCMH has a data set of 998,013 unique students served in counseling centers 
from 2010 to 2020. Other information is drawn from appointment types and infor-
mation provided by clinicians during treatment. 
Healthy Minds Survey (HMS) at the University of Michigan, University of 
California, Los Angeles, and Boston University: HMS is an annual web-based 
general population survey study examining mental health, service utilization, and re-
lated issues among undergraduate and graduate students. Since its national launch 
in 2007, HMS has been fielded at about 300 colleges and universities, with more 
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than 300,000 survey respondents. HMS is one of the only annual surveys of college
and university populations that focuses exclusively on mental health and related is-
sues, allowing for substantial detail in this area. The study has a special emphasis
on understanding service utilization and help-seeking behavior, including factors
such as stigma, knowledge, and the role of peers and other potential gatekeepers. 
Monitoring the Future Survey administered by the National Institute on Drug 
Abuse and the University of Michigan: Since 1975 the Monitoring the Future 
(MTF) general population survey has measured drug and alcohol use and related 
attitudes among adolescent students nationwide. Survey participants report their 
drug use behaviors across three time periods: lifetime, past-year, and past-month. 
Overall, 42,531 students from 396 public and private schools participated in this 
year’s MTF survey. The survey is funded by the National Institute on Drug Abuse 
(NIDA), a component of the National Institutes of Health (NIH), and conducted by 
the University of Michigan. 
National College Health Assessment from the American College Health As-
sociation (ACHA): The ACHA-National College Health Assessment II (ACHA-
NCHA II) is a national, general population research study organized by ACHA to 
assist college health service providers, health educators, counselors, and admin-
istrators in collecting data about their students’ habits, behaviors, and perceptions 
on the most prevalent health topics. ACHA initiated the original ACHA-NCHA in 
2000, and the instrument was used nationwide through the spring 2008 data col-
lection period. The ACHA-NCHA now provides the largest known comprehensive 
data set on the health of college students, providing the college health and higher 
education fields with a vast spectrum of information on student health. The sur-
vey has undergone two revisions, the ACHA-NCHA II from 2008 to 2018 and the 
ACHA-NCHA III starting in fall 2019. For consistency across time periods, this 
report uses the ACHA-NCAHA II. For the fall 2018 survey, there were 40 institu-
tions, 26,181 students, a mean response proportion of 17 percent, and a median 
response proportion of 12 percent. 
National Survey of Drug Use and Health (NSDUH) administered by the 
Substance Abuse and Mental Health Services Administration: NSDUH is 
representative of persons aged 12 and over in the civilian noninstitutionalized 
population of the United States, and in each state and the District of Columbia. 
The general population survey covers residents of households (including those 
living in houses, townhouses, apartments, and condominiums), persons in non-
institutional group quarters (including those in shelters, boarding houses, college 
dormitories, migratory work camps, and halfway houses), and civilians living 
on military bases. People excluded from the survey include those experiencing 
homelessness who do not use shelters, active military personnel, and residents 
of institutional group quarters such as jails, nursing homes, mental institutions, 
and long-term care hospitals. While this is not specific to higher education, the 
survey data include indicators for age-match comparisons to enrolled students. 
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BOX 2-3
 
Data Collection at Tribal Colleges and Universities and

Limited Data on Indigenous and Native American Students
 
Compared to other types of institutions, there is a notable data shortage for
Tribal Colleges and Universities (TCUs). The National Student Clearinghouse
(NSC) reports that 84 percent of Title IV degree-granting institutions—those
that process U.S. federal student aid and whose students, if demonstrating
financial need, can receive student loans and grants and enter a work-study
program—report their data to the clearinghouse (Dundar and Shapiro, 2016),
compared to only 35 percent of TCUs (Espinosa, Turk, and Taylor, 2018). While
one solution to this data issue would be to have more of the 34 TCUs reporting
into the clearinghouse or other data collections, there are a number of internal,
external, and historical factors that create significant challenges to realizing
that solution. Understanding and addressing these factors, then, has to be the
first step before it will be possible to resolve the data issue for TCUs (Espinosa,
Turk, and Taylor, 2018).
The tribal college movement began in the 1960s and 1970s to address the
problem that Native and Indigenous students were not persisting and graduating
from predominantly white colleges and universities. Advocates of establishing
tribal colleges saw these institutions as a way to build the intellectual capacity
that best served individual tribal nations and their students (McSwain and Cun-
ningham, 2006). Today, 32 TCUs enroll nearly 28,000 full- and part-time students
annually. Between 2002 and 2012, overall enrollment at TCUs increased by 9
percent (Espinosa, Turk, and Taylor, 2018).
One issue for TCUs is that NSC and other large data warehouses do not
employ measures, frame data collection, and report the types of data that can
TRENDS IN MENTAL HEALTH IN HIGHER EDUCATION 
In the sections that follow regarding trends in mental health, it is important
to understand how trend data are interpreted. In addition to the differences men­
tioned previously between self-reported data and clinical data, there is also varia­
tion in the types of instruments used for screens and diagnostics that can yield
significantly different results. For this reason, some of the figures associated with
each trend include data points from multiple sources with notations on the in­
strument used to create a more nuanced understanding of the trend. Figures with
multiple data sets include data from the 2013-14 and 2018-19 academic years.
Trends in Student Anxiety 
According to the National Institute of Mental Health (NIMH), people with
generalized anxiety disorder (GAD) “display excessive anxiety or worry, most
days for at least six months, about a number of things such as personal health,
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capture the effects that TCUs are making at the community level, such as engag-
ing in coursework and outreach to save and revitalize tribal language and culture.
Often, TCUs create curricula and community events to share tribal knowledge
with all community members, even those not enrolled in college (Espinosa, Turk,
and Taylor, 2018).
TCUs have collaborated with tribally informed organizations, such as the
American Indian Higher Education Consortium (AIHEC) and the American Indian
College Fund (the College Fund), to begin reporting data relevant to TCUs and
their communities and to collect data on mental health and substance use among
students at TCUs. For example, through a partnership between the University of
Washington’s Indigenous Wellness Research Institute (IWRI) Northwest Indian
College, AIHEC, and advocates at several additional TCUs, a team at IWRI used a
community-based participatory research approach that “engages tribal community
constituents in decision-making and power-sharing in all aspects of the process,
including planning, implementation, analysis, ownership of data, and dissemina-
tion of results” to gain a better understanding of alcohol and drug use at TCUs.
With funding from the National Institutes of Drug Abuse and approval from 27
TCUs, the team carried out a web-based survey to understand TCU community
members’ perceptions of problems with underage drinking and drug use, as well
as to identify promising practices for addressing these issues on TCU campuses.
Outside of TCUs, data on Native American and Indigenous students are also
scarce. Often, these students appear as an “asterisked” group in data because
of statistical insignificance (Espinosa, Turk, and Taylor, 2018). Given the limited
data on educational outcomes for Native American and Indigenous students, gen-
eralizations about BIPOC students as a group do not reflect the issues relevant
to these students (see Chapter 6 for additional recommendations in the research
agenda in terms of supporting data collection).
work, social interactions, and everyday routine life circumstances. The fear and
anxiety can cause significant problems in areas of their life” (NIMH, 2020a).
Symptoms may include restlessness, fatigue, difficulty concentrating, irritability,
muscle tension, intrusive feelings of worry, and sleep problems. 
Data from HMS2 show there has been an increase in the percentage of
students self-reporting symptoms of generalized anxiety (based on the GAD-7
2 Each participating school provides the Health Minds Study team with a randomly selected sample
of currently enrolled students over the age of 18. Large schools typically provide a random sample
of 4,000 students, while smaller schools typically provide a sample of all students. Schools with
graduate students typically include both undergraduates and graduate students in the sample. The
overall participation rate for the 2018-2019 study was 16 percent. It is important to raise the question
of whether the 16 percent who participated are different in important ways from the 84 percent who
did not participate. We address this issue by constructing nonresponse weights using administrative
data on full student populations. Most of the 79 schools in the 2018-2019 HMS were able to provide
administrative data about all randomly selected students. 
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screen) from 17.2 percent with a positive screen (GAD-7 ≥10) in 2013 to 31.2
percent in 2019.3 There has also been an increase in students screening positive
for severe anxiety (GAD-7 ≥15) from 6 percent in 2013 to 13.5 percent in 2018
(see Table 2-1). 
Over the 2007-2019 time period, 30.7 percent of female students reported
anxiety in comparison to 19.7 percent of male students. There are also differences 
over the same time period by race and ethnic group (see Figure 2-2). 
There are other more generalized ways that surveys have captured the sense
of anxiety from students. NCHA includes the following question to the un­
dergraduate participants, who self-report their symptoms: “Have you ever felt
TABLE 2-1 Comparison of Measures of Anxiety in Higher Education Students
from Multiple Sources in 2013 and 2018
Year 
Fall Fall % Change
Measures of Anxiety 2013 2018 2013-2018
CCMH: CAPPS-34 Subscale scores for generalized anxietya 1.86 2.03 9.1 
CCMH: CAPPS-34 Subscale scores social anxietya 1.87 2.03 8.6 
HMS: Percentage of students self-reporting anxiety (based on the 17.2% 31.3% 81.9 
GAD-7 ≥10 screen)b 
HMS: Percent of students self-reporting severe anxiety 6.0% 13.5% 125.0 
(GAD-7 ≥15 Screen) 
ACHA-NCHA: Have you ever felt overwhelming anxiety 51.0% 62.3% 22.2 
anytime within the last 12 months? c 
NCHA: Have you felt overwhelming anger in the last 35.6% 41.7% 17.1 
12 months? c 
NCHA: Within the last 12 months, have you been diagnosed or 8.0% 22.0% 175.0 
treated by a professional for anxiety? c 
aCCMH (clinical data); bHMS (general population data); cNCHA (general population data) 
Sources: ACHA, 2014, 2018; CCMH, 2015, 2020b; HMN, 2020. 
3 Using the GAD 7-item scale. Each participating school provides the HMS team with a randomly
selected sample of currently enrolled students over the age of 18. Large schools typically provide a
random sample of 4,000 students, while smaller schools typically provide a sample of all students.
Schools with graduate students typically include both undergraduates and graduate students in the
sample. Undergraduate students include community college students.
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Race and Ethnicity 
FIGURE 2-2 Percentage of student self-reported screens of anxiety by race, 2007-2019. 
Source: Healthy Minds Network. 
overwhelming anxiety?”4 In the 2011-2012 the response was 51.1 percent com­
pared to 63.6 in 2017-2018. While not the same as anxiety, the study reports that
37.7 percent of students felt overwhelming anger in 2011-2012 and 42.9 percent
in 2017-2018 (Duffy, Twenge, and Joiner, 2019). On the other hand, clinical data
provided by CCMH suggest smaller increases in average levels of student-self­
reported generalized and social anxiety from 2013 to 2018 (9.1 percent and 8.6
percent, respectively), alongside massive increases in the number of students
being treated in college counseling centers. 
4 Response options for all items were “No, never,” “No, not in the last 12 months,” “Yes, in the
last 2 weeks,” “Yes, in the last 30 days,” and “Yes, in the last 12 months.” For analyses, frequencies
of each item endorsed within the last 2 weeks, 30 days, or 12 months were summed to produce an
incidence value for 12-month prevalence for each semester. These were then weighted and summed
within academic years, resulting in one value per academic year for each item. The wording of these
items and their administration did not differ during the assessed years. 
Participants were 610,543 undergraduate U.S. college students who participated in the American 
College Health Association’s NCHA between fall 2011 and spring 2018. The NCHA is a large,
national survey of college health administered each semester. Participating universities recruited
random samples of enrolled students to complete either paper or web-based surveys of past-year
beliefs and behaviors regarding a variety of health and health-risk variables. Participants are required
to be aged 18 years or older. Participation is voluntary, and response rates averaged 22 percent from
2011 to 2018. Data for the current project were drawn from biannual Undergraduate Reference Group
Reports made publicly available online by the American College Health Association for the 2011­
2012 to 2017-2018 academic years (available at https://www.acha.org/NCHA/ACHA-NCHA_Data/ 
Publications_and_Reports/NCHA/Data/Publications_and_Reports.aspx?hkey=d5fb767c-d15d-4efc­
8c41-3546d92032c5 [accessed October 1, 2020]. 
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Trends in Depression 
Depression is a common and serious mood disorder that can affect how the
individual feels, thinks, and manages daily activities with inhibitions and limita­
tions lasting for two weeks or more. The presentation of depression varies, and it
may develop in specific situations, including during specific seasons or after giv­
ing birth. Major symptoms can include feeling sad or angry, hopeless, worthless,
or irritable; decreased energy; loss of interest in previously enjoyed activities;
difficulty with concentration or memory recall; difficulty sleeping; changes in
weight; thoughts of death or self-harm; and physical ailments that do not have a
clear connection to another physical cause (NIMH, 2020e). 
The Healthy Minds Network study reported an increase in positive screens
for depression (PHQ09 score ≥10) from 22 percent of students in 2007 to 36.4
percent in 2019.5 There has also been an increase in the rate of students self-
reporting symptoms of major depression (PHQ-9 ≥15), from 8.8 percent in 2013
to 18 percent in 2019 (see Table 2-2).6 
Over the same timeframe, more women (31.5 percent) reported symptoms
consistent with any level of depression than men (24.8 percent). There are also
differences in depression rates by race and ethnicity, with Native American stu­
dents reporting the highest level of depression (38.7 percent) (see Figure 2-3); by
citizenship, with more U.S. citizens reporting having depression (29.5 percent)
than international students (25.9 percent); and by degree level, with 31.3 percent
of undergraduates, 21.1 percent of master’s degree students, and 21.1 percent of
students pursuing other degrees (HMN, 2007-2019). 
NCHA provides another data point for depression in undergraduates, with
the survey asking students to self-report to the question, “Have you ever felt so
depressed that it was difficult to function?” For this data set, participants re­
sponded at 31.5 percent in 2011-12 and 42.2 percent in 2017-18 (Duffy, Twenge,
and Joiner, 2019). Over the same period of time, and again in contrast to nonclini­
cal population surveys, clinical data from CCMH indicated a dramatically smaller
increase (6.7 percent) in self-reported levels of depression among college students
seeking counseling, despite increases in the numbers of students in treatment. 
5 Using the Patient Health Questionnaire (PHQ), a nine-item instrument based on the symptoms
provided in the Diagnostic and Statistical Manual for Mental Disorders for a major depressive epi­
sode in the past two weeks (Spitzer, Kroenke, and Williams, 1999). Following the standard algorithm
for interpreting the PHQ-9, symptom levels are categorized as severe (score of 15+), moderate (score
of 10-14), or mild/minimal (score <10). 
6 Some studies  suggest that the PHQ overestimates diagnoses of depression: “The PHQ-9 is often
used to generate what are described by researchers as depression prevalence estimates. The present
study found that using PHQ-9 ≥10 to assess depression prevalence, which is commonly done, overes­
timated depression prevalence compared with prevalence based on actual diagnostic criteria by 11.9
percent (mean ratio: 2.5 times)” (Levis et al., 2020). 
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TABLE 2-2 Comparison of Measures of Depression in Higher Education
Students from Multiple Sources in 2013 and 2018 
Year 
Fall 
2013 
Fall 
2018 
% Change 
2013-2018 Measures of Depression 
CCMH: CAPS-34 Subscale scores for depressiona 1.63 1.74 6.7 
HMS: Percentage of students self-reporting positive screens for 
any depression (PHQ-9 Score Screening ≥10)  b 
22.3% 37.1% 66.4 
HMS: Percent of students self-reporting major depression 
(PHQ-9 Score Screening ≥15)b 
8.8% 18.4% 109.0 
NCHA: Have you felt very sad within the last 12 months?  c 59.5% 67.9% 14.6 
NCHA: Have you felt so depressed that it was difficult to 
function in the last 12 months?c 
30.9% 41.4% 34.0 
NCHA: Within the last 12 months, have you been diagnosed or 
treated by a professional for depression?c 
7.5% 17.3% 130.7 
aCCMH (clinical data); bHMS (general population data); cNCHA (general population data) 
Sources: ACHA, 2014, 2018; CCMH, 2015, 2020b; HMN, 2007-2019. 
Race and Ethnicity 
FIGURE 2-3 Percentage of student self-reported screens of depression by race,
 
2007-2019.
 
Source: Healthy Minds Network.
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Trends in Other Mental Disorders 
While the number of students being treated or self-reporting diagnoses for
the mental disorders described may be smaller than for anxiety and depression,
they remain important considerations for institutions of higher education. An­
orexia nervosa, attention-deficit/hyperactivity disorder, autism spectrum disorder,
bipolar disorder, bulimia nervosa, obsessive-compulsive disorder (OCD), and
schizophrenia all appear on the ACHA’s annual National College Health Survey.7 
•  Anorexia nervosa: “People with anorexia nervosa may see themselves
as overweight, even when they are dangerously underweight. People with
anorexia nervosa typically weigh themselves repeatedly, severely restrict
the amount of food they eat, often exercise excessively, and/or may force
themselves to vomit or use laxatives to lose weight. Anorexia nervosa has
the highest mortality rate of any mental disorder. While many people with
this disorder die from complications associated with starvation, others die
of suicide” (NIMH, 2020f).
•  Attention-deficit/hyperactivity disorder (ADHD): “ADHD is a disorder 
that makes it difficult for a person to pay attention and control impulsive
behaviors. He or she may also be restless and almost constantly ac­
tive…Although the symptoms of ADHD begin in childhood, ADHD can
continue through adolescence and adulthood. Even though hyperactivity
tends to improve as a child becomes a teen, problems with inattention,
disorganization, and poor impulse control often continue through the teen
years and into adulthood” (NIMH, 2020b). 
•  Autism spectrum disorder (ASD): “ASD is a developmental disorder
that affects communication, behavior, and the ability to function in school,
work, or other areas of life. Although ASD can be diagnosed at any age,
symptoms generally appear in the first two years of life” (NIMH, 2020c).
•  Bipolar disorder “(formerly called manic-depressive illness or manic de­
pression) is a mental disorder that causes unusual shifts in mood, energy,
activity levels, concentration, and the ability to carry out day-to-day tasks. 
There are three types of bipolar disorder. All three types involve clear
7 134 postsecondary institutions self-selected to participate in the Spring 2019 ACHA National Col­
lege Health Assessment (ACHA, 2019b), and 86,851 surveys were completed by students on these
campuses. For the purpose of forming the Reference Group, only institutions located in the United
States that surveyed all students or used a random sampling technique are included in the analysis,
yielding a final data set consisting of 67,972 students at 98 schools. Demographic characteristics of
the 98 campuses including public, private, two-year and four-year institutions, as well as associate
through doctoral programs.
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changes in mood, energy, and activity levels. These moods range from
periods of extremely ‘up,’ elated, irritable, or energized behavior (known
as manic episodes) to very ‘down,’ sad, indifferent, or hopeless periods
(known as depressive episodes). Less severe manic periods are known as
hypomanic episodes” (NIMH, 2020d). 
•  Bulimia nervosa: “People with bulimia nervosa have recurrent and fre­
quent episodes of eating unusually large amounts of food and feeling
a lack of control over these episodes. This binge-eating is followed by
behavior that compensates for the overeating such as forced vomiting,
excessive use of laxatives or diuretics, fasting, excessive exercise, or a
combination of these behaviors. People with bulimia nervosa may be
slightly underweight, normal weight, or overweight” (NIMH, 2020f). 
•  Obsessive-compulsive disorder (OCD) “is a common, chronic, and
long-lasting disorder in which a person has uncontrollable, reoccurring
thoughts (obsessions) and/or behaviors (compulsions) that he or she feels
the urge to repeat over and over” (NIMH, 2020i).
•  Schizophrenia “is a chronic and severe mental disorder that affects how
a person thinks, feels, and behaves. People with schizophrenia may seem
like they have lost touch with reality. Although schizophrenia is not as
common as other mental disorders, the symptoms can be very disabling”
(NIMH, 2020j). 
These conditions, some of which are chronic, may require more specialized
treatment beyond the scope of a campus counseling center. Students report having
a diagnosis or treatment for each of these disorders within the past 12 months at
higher rates in both genders in 2018 than 2008, with the exception of bulimia in
female students with remained flat at 1.4 percent.
For ADHD, the use of drugs such as Ritalin and Adderall in children since the
early 1990s has changed management and treatment. These drugs were developed
to help support learning and focus in students, garnering widespread use over the
decade (Advokat and Scheithauer, 2013; Scheffler et al., 2007). The Centers for
Disease Control and Prevention (CDC) reported in 2016 that some 6.1 million
(9.4 percent) of children between ages 2-17 years had a diagnosis of ADHD, up
from 4.4 million in 2003. Over time, more individuals who received diagnoses of
ADHD and began treatment at a young age have graduated from secondary edu­
cation, and many have entered postsecondary education. Increased awareness of
and treatment for ADHD have raised the number of students with mental illness
who may not have been able to complete a postsecondary education previously;
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however, the change in the student population may not have been met by the ap­
propriate changes in resources or support for those students. 
Trends in Self-Harm, Suicidal Ideation, and Suicidality 
The National Alliance on Mental Illness describes non-suicidal self-injury
or self-harm as act where an individual hurts themselves on purpose. This act,
which can present as cutting, burning, pulling out hair, or picking at wounds, is
considered a sign of emotional distress (NAMI, 2020). NCHA, which contains
data related to undergraduate students, shows an increase in the self-reporting
to the question “Have you ever intentionally cut, burned, bruised, or otherwise
injured yourself?” from 5.9 percent in 2012-2013 to 8.5 percent in 2017-2018
(see Table 2-3). In addition to intentional self-harm, public health officials list
suicide and associated behavior as a major concern: 
•  Suicide is defined as death caused by self-directed injurious behavior with
intent to die as a result of the behavior.
• A suicide attempt is a non-fatal, self-directed, potentially injurious be­
havior with intent to die as a result of the behavior. A suicide attempt
might not result in injury.
•  Suicidal ideation refers to thinking about, considering, or planning sui­
cide (NIMH, 2020k). 
The Healthy Minds Network reports an increase in students reporting non-
suicidal self-injury in the past year from 14.3 percent in 2007 to 23.8 percent in
2019. Women had a higher rate of non-suicidal self-injury in the past year (20.8
percent) than men (17.4 percent), and U.S. citizens and permanent residents had
a higher rate than international students (20.4 percent compared to 16 percent,
respectively). Undergraduate students had a higher rate (21.9 percent) than mas­
ter’s students (12.1 percent). There are differences in rates reported across racial
and ethnic groups, as shown in Figure 2-4. 
From the NCHA, the responses from undergraduate students to the question
“Have you ever seriously considered suicide” rose from 7.4 percent in 2011-2012
to 13.0 percent in 2017-2018. There have been increases in self-reported suicidal
ideation over the previous 12 months from 6 percent of students in 2007 to 14.1
percent in 2019. According to data from HMS, the proportion of students report­
ing having a plan of suicide within the past year also increased from 1.5 percent
in 2007 to 6.3 percent in 2019, while attempts to die by suicide rose from 0.6
percent in 2007 to 1.5 percent in 2019. Women reported a slightly higher rate of
suicidal ideation (10.7 percent) than men (9.7 percent), as did U.S. students (11.0
percent) compared to international students (7.5 percent); and undergraduate
students compared to master’s students and those pursuing other degrees (11.7
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TABLE 2-3 Comparison of Measures of Self-Harm, Suicidal Ideation, and
Death by Suicide in Higher Education Students from Multiple Sources in 2013
and 2018
Year 
Measures of Self-Harm, Suicidal Ideation,
and Death by Suicide 
Fall 2013
(%) 
Fall 2018
(%) 
Change 
2013-2018 
(%) 
CCMH: Percentage of students reporting a non-suicidal  
self-injury (lifetime)  a 
23.8 28.7 20.6 
CCMH: Serious suicidal ideation (lifetime)  b 30.9 36.7 18.8 
CCMH: Suicide attempts (lifetime)  a  8.9 10.6 21.3 
HMS: Non-suicidal self-injury within last yearb 16.7 23.8 42.5 
HMS: Suicidal ideation within last yearb 8.3 13.4 61.4 
HMS: Suicide plan within last yearb 2.4 5.8 141.7 
HMS: Suicide attempt within last yearb 0.6 1.5 150.0 
NCHA: Have you intentionally cut, burned, bruised, or 
otherwise hurt yourself in the last 12 months?  c 
5.9 7.4 25.4 
NCHA: Have you seriously considered suicide in the last 
12 months?  c 
7.5 11.3 50.7 
NCHA: Have you attempted suicide in the last 12 months?  c 1.4 1.9 35.7 
aCCMH (clinical data); bHMS (general population data); cNCHA (general population data) 
Sources: ACHA, 2014, 2018; CCMH, 2015, 2020b; HMN, 2007-2019. 
Race and Ethnicity 
FIGURE 2-4 Student self-reported non-suicidal self-injury within 12 months by race,
2007-2019. Source: Healthy Minds Network. 
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percent vs. 6.3 percent vs. 6.8 percent, respectively). A breakdown by race and
ethnicity is provided in Figure 2-5. 
During the same period, clinical data related to self-harm and suicidality
reported by CCMH illustrated variable rates of change in comparison to non­
clinical data from HMS and NCHA. These differential rates and trends raise
important questions related to determining prevalence rates. For example, in 2018 
CCMH reported that 28.7 percent of students reported lifetime prevalence of self-
harm within the population of students seeking mental health services whereas
HMS reported that 23.8 percent of those responding to a general population
survey reported self-injuring in [just] the last year. The similarity of these data
points for such different populations across such different time periods highlights
the challenges associated with accurately measuring prevalence rates for difficult­
to-assess concerns such as suicidal ideation. Further underscoring this challenge,
clinical data provided by CCMH in 2018 indicated that 39.6 percent of students
seeking treatment reported “thoughts of ending my life” (in the last two weeks)
(0< on a scale of 0 to 4) in comparison to 8.2 percent of students “seriously con­
sidered attempting suicide” (in the last month). Moreover, following a clinical as­
sessment, clinicians identified suicidality as a presenting concern for 9.9 percent
of students seeking services. Thus, even within population-level clinical data, it
Race and Ethnicity 
FIGURE 2-5 Percentage of student self-reported suicidal ideation by race, 2007-2019.
Source: Healthy Minds Network. 
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appears that students may endorse different items in dramatically different ways
and that professional assessment of student distress, when compared to student
self-report, may produce dramatically different results. Examples such as this,
viewed alongside the known tendency for screening instruments used in general
population surveys, to overestimate prevalence rates, should encourage caution
when interpreting data points as evidence of prevalence.
A comparison of students enrolled full-time with those of similar age (18-22) 
not attending college indicates that enrollment in higher education may offer a
small protective factor against suicidal ideation, plans, and attempts. For example,
up to 7.7 percent of full-time undergraduate and graduate students reported seri­
ously considering suicide as compared to 9 percent of those people not enrolled
in higher education (ACHA, 2012; SAMHSA and NSDUH, 2014). Similarly, up
to 1.2 percent of enrolled students reported attempting suicide as compared with
2.2 percent of their age-matched peers not enrolled in college (ACHA, 2012).
In terms of demographics, there are correlations that are worth noting given
the importance of the issues related to self-harm and death by suicide. In the
general population men die by suicide more than women, although women en­
gage in self-harm and related behaviors more frequently than men. Non-Hispanic
white students (Nock et al., 2008) and non-heterosexual students (Figueiredo
and Abreu, 2015) have a higher risk of engaging in suicidal behavior, and while
the extent to which culture and identity predict suicidal behavior in college and
university students is unknown, students with disabilities tend to have more sui­
cidal ideation than students without disabilities (Coduti et al., 2016). Research
has found that students who seek psychotherapy are more depressed, hostile, and
anxious than students who do not seek such help, and they are three times more
likely to report high levels of suicide ideation and five times more likely to have
made a previous suicide attempt (Hayes et al., 2020; McAleavey et al., 2012).
These latter findings also highlight questions about why rates in the general popu­
lation appear to be rising so much faster than rates in the clinical populations.
Research has also identified protective factors that can lower the risk of
suicidal behavior in the general public. For college students, in addition to being
enrolled in higher education, research has found that not living alone is a protec­
tive factor (Hayes et al., 2020).
While there have been great attention and concern raised in recent decades in
media following student death by suicide, formally identifying the annual number
of deaths per year is difficult to ascertain. There is no national database, registry,
or single study that collects data on death by suicide. In addition, student deaths
by suicide that occur during breaks, in off-campus housing, or when a student has
taken medical leave to address health concerns may not be counted consistently.
CDC notes that the rates for death by suicide for age-matched individuals ages
20-24 increased 36 percent from 12.5 deaths per 100,000 in 2000 to 17.0 deaths
per 100,000 in 2017, with a greater rate of increase from 2013 to 2017 (6 percent
annually, on average) than from 2000 to 2013 (1 percent annually) (Curtin and
  
  
         
 
  
  
  
 
       
 
 
  
 
  
 
 
     
  
  
 
     
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
54 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
Heron, 2019). As of 2018, for age groups 15-24 and 24-35, suicide was the second
highest cause of death after unintentional injury (CDC, 2019).
An important source of information on student deaths on college campuses
is the ongoing study of suicides at 13 Big Ten university campuses conducted
by the Big Ten Counseling Centers, based on a comprehensive 10-year study by
Silverman et al. in 1997. A follow-up study of student deaths by suicide from
2009 to 2018 on these campuses was commissioned for this report. It is described
in Box 2-4 (below) and included as Appendix D. 
The information in Box 2-4 should not be taken as representative of the
breadth of the scope of this report, as it only includes the institutions in the Big
Ten Counseling Centers. These colleges and universities are large, research-
oriented institutions that include undergraduate and graduate students. The Big
Ten Counseling Centers does not include any community colleges or minority
serving institutions.
Despite this caution, this study is actually quite consistent with other studies
in the past two decades examining available data to determine rates of suicide for
college students; these studies have consistently found that rates of suicide for col­
lege students are much lower than the general population—suggesting that being
a college student is very likely a protective factor for suicide risk. An ongoing,
longitudinal national surveillance system that identifies student death by suicide
would contribute to the research agenda. 
BOX 2-4
 
Rate of Student Death by Suicide from

the Big Ten Counseling Centersa
 
Silverman et al (1997) conducted a comprehensive 10-year study at 13 Big
Ten university campuses to get a more accurate understanding of deaths by
suicide in college campuses. Silverman et al. (1997) collected data from 1980
to 1990, at which point the study stopped. In an effort to continue to understand
suicide rates and trends in college campuses, the Big Ten Counseling Centers
decided to continue to collect data on deaths by suicides in their campuses. Data
collection resumed in 2003, and it continues to be collected, with some data en-
tered retrospectively and some data entered prospectively.
The current report uses an academic year time frame, which is defined as
the 12-month period between September 1 to August 31. This reporting period
is consistent to that used by Silverman et al. (1997), which more closely aligns
to academic calendars in university campuses, which is relevant because the
population studied is college students.
The overall average suicide rate per 100,000 students is 5.60 for the years
2009 to 2018 in the Big Ten college campuses. This is lower than the rate calcu-
lated by Silverman et al. (1997), which was 7.5/100,000. Specifically, there was a
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25.3 percent decrease in the suicide rate in Big Ten universities in 30 years from
1980-1990 to 2009-2018.
The rate of 5.60 is also lower than the U.S. population national average
suicide rate of 14.2/100,000 based on 2018 data from the National Center for
Health Statistics (NCHS) at the Centers for Disease Control and Prevention
(CDC; Hedegaard, Curtin, and Warner, 2020). The 5.60/100,000 rate in college
campuses is also lower than the average U.S. population suicide rate for age
groups 15-24, 25-34, 35-44, and 45-54 for males and females, which was about
17/100,000 based on National Institute of Mental Health (NIMH) data from
2017 NIMH. In other words, the overall average suicide rate at Big Ten college
campuses was 39.4 percent of the U.S. population national average. Additionally,
the overall average suicide rate at Big Ten college campuses is 38.0 percent of the
weighted average U.S. population suicide rate for college-aged individuals. Taken
from a different perspective, the U.S. population national average suicide rate is
about 254 percent higher than the average suicide rate in Big Ten universities.
a Thirteen Big Ten Universities participated in and contributed data for the study. The 13 par-
ticipating universities were located in the MIdwest and Northeast in the United States in the
following states: Illinois (Northwestern University, University of Illinois at Urbana–Champaign),
Indiana (Indiana University, Purdue University), Iowa (University of Iowa), Michigan (Michigan
State University, University of Michigan), Minnesota (University of Minnesota), Nebraska
(University of Nebraska–Lincoln), New Jersey (Rutgers), Ohio (The Ohio State University),
Pennsylvania (Pennsylvania State), and Wisconsin (University of Wisconsin–Madison).
CURRENT TRENDS IN SUBSTANCE USE IN HIGHER EDUCATION 
Substance use remains a concern on colleges across the country given the
effects illicit drugs and alcohol can have on the developing brains of young adults,
many of which can have significant behavioral and cognitive consequences. The
Substance Abuse and Mental Health Services Administration (SAMHSA) de­
scribes substance use disorders as occurring when they reach the level when “the
recurrent use of alcohol and/or drugs causes clinically significant impairment,
including health problems, disability, and failure to meet major responsibilities
at work, school, or home” (SAMHSA, 2020c). Trends in use of substances, from
recreational to abuse, are detailed in the sections below. Similar to mental health
data, unless noted the data on substance use are self-reported. 
Trends in Alcohol Use 
In 2018, 60 percent of current U.S. college students reported past-month
alcohol use, 28 percent reported binge drinking8 in the past two weeks, and 10
8 Binge drinking is defined as a pattern of drinking that brings blood alcohol concentration (BAC)
levels to 0.08 percent. This typically occurs after four drinks for women and five drinks for men—in
about two hours. High-intensity drinking is defined as alcohol intake at levels twice or more the
threshold for binge drinking (NIAAA, 2018). 
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percent reported high-intensity drinking in the past two weeks. In the same year,
11 percent of full-time college students met clinical criteria for an alcohol use
disorder (AUD) in the past year (SAMHSA, 2019d).
While alcohol use by college students remains high, data from several
sources show that binge drinking among students has gone down over the past
several years (see Table 2-6). For example, data from HMS show that self-reports
of binge drinking “any time in the past two weeks” and “three or more times
in the past 2 weeks” was down 18.16 percent and 28.09 percent, respectively,
between 2013 and 2018. Similarly, self-reported data from ACHA-NCHA and
clinical data from CCMH show a reduction in binge drinking among students
between 2013 and 2018 (see Table 2-4).
One factor that may explain the drop in the percentage of students reporting
binge drinking over time is a reduction in binge drinking among men. In a survey
of the nation’s college students and adults from ages 19 through 60, the authors
found that prevalence of past-month alcohol consumption has declined modestly
since 1980, when men had slightly higher use; the gender gap disappeared by
2000. Among college students, binge drinking has traditionally shown a signifi­
cant gender difference, but a gradual long-term decline in binge drinking among
college men since 1985 and little change among college women has narrowed
the gap (in 2018, 32 percent of male college students binge drank compared to
27 percent of females) (Schulenberg et al., 2019).
However, another consistent finding has been that female students are more
at risk for alcohol-related problems and have higher risk for meeting criteria
for AUD (Clarke et al., 2013; Slutske, 2005). In 2018, 12 percent of male
college students and 11 percent of female college students met criteria for AUD
(SAMHSA, 2019d). An increase in the proportion of students with an AUD from
2017 to 2018 was significant among female students, but not male students. 
TABLE 2-4 Comparison of Measures of Binge Drinking in Higher Education
Students from Multiple Sources in 2013 and 2018
Year 
Fall 2013 Fall 2018 % Change
Measures of Binge Drinking (%) (%) 2013-2018 
CCMH: Binge drinking (Any in the past 2 weeks)a 41.1 37.4 - 8.10 
CCMH: Binge drinking (3+ times in the past 2 weeks)a 12.6 10.1 - 19.84 
HMS: Binge Drinking (Any in the past 2 weeks)b 45.7 37.4 - 18.16 
HMS: Binge Drinking (3+ times in the past 2 weeks)b 17.8 12.8 - 28.09 
NCHA: Binge Drinking (Any in the past 2 weeks)c 29.8 28.4 - 4.7 
NCHA: Binge Drinking (3+ times in the past 2 weeks)c 9.2 7.0 - 23.9 
aCCMH (clinical data); bHMS (general population data); cNCHA (general population data) 
Sources: ACHA, 2014, 2018; CCMH, 2015, 2020a; HMN, 2007-2019. 
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College students are at increased risk for problematic patterns of alcohol use
compared to their non-college-attending peers (Schulenberg et al., 2019). This
has long been true. For example, although the 2001-2002 National Epidemiologic 
Survey on Alcohol and Related Conditions (NESARC) found that college stu­
dents and their non-college peers consume alcohol at similarly heavy rates (Chen
et al., 2004), college students had a higher prevalence of drinking and risk drink­
ing than did their non-college peers. Nevertheless, the “rates of alcohol abuse and
dependence are roughly equivalent for college and non-college individuals, and
the development of alcohol-use disorders among young adults is more related to
their living situation (e.g., at home with parents, on campus, off campus) than to
college status itself” (Carter, Brandon, and Goldman, 2010; Dawson et al., 2004).
Furthermore, certain student groups are at higher risk for excessive alcohol
use compared to their peers. For example, undergraduates have higher rates of
binge drinking than graduate students (Cranford, Eisenberg, and Serras, 2009). A
stable trend in college alcohol use since the 1980s is that white college students
are the heaviest drinkers followed by Hispanic and Black students (Borsari,
Murphy, and Barnett, 2007; Ham and Hope, 2003). Students who began drinking
at an earlier age and come to college as established drinkers maintain or increase
their drinking levels in their first year of college to levels well above their peers
who were light drinkers or abstainers in high school (Borsari et al., 2007; Ham
and Hope, 2003). College athletes drink alcohol more often, consume higher
quantities of alcohol, and experience more negative alcohol-related consequences
than non-athlete college students (Martens, Dams-O’Connor, and Beck, 2006).
Similarly, involvement in a Greek organization (a fraternity or sorority) is
consistently shown to be associated with heavier alcohol use compared to other
students (Borsari et al., 2007; Ham and Hope, 2003). 
College-level factors can also increase risk for excessive alcohol use among
students. Students at 4-year colleges are more likely to binge drink compared to
students at 2-year institutions. However, an important factor to consider is a stu­
dent’s living situation, since living with family has been shown to be a protective
factor against excessive alcohol use. A larger proportion of students at 2-year col­
leges live with family compared to students at 4-year colleges (Velazquez et al.,
2011). Regarding “dry” campuses, one study found that students had lower rates
of alcohol use and binge drinking at schools that prohibited the use of alcohol
on campus compared to schools that allowed alcohol use (Wechsler et al., 2001).
Students were 30 percent less likely to be heavy episodic drinkers and 80 percent
more likely to be abstainers at schools that prohibited alcohol use. The research
literature shows a consistent association between a campus’ proximity to alcohol
outlets and increased alcohol use and related harms among college students and
may be a more relevant risk factor than the geographic characteristics of the
college itself (e.g., rural, urban) (Scribner et al., 2008; Weitzman et al., 2003). 
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Trends in Marijuana Use 
Marijuana use by college students has increased over the past several years.
Data from the HMS, CCMH, and ACHA-NCHA each show a roughly 30 percent
increase in marijuana use by students between 2013 and 2018 (see Table 2-5).
The primary driving force behind these increases is higher marijuana use by
women in recent years.
Gender differences observed in past-year marijuana use prior to 2010 have
vanished in 2018 (43 percent for college men and 42 percent for college women)
as a result of steady levels of use among males and increasing use among females.
Past-month vaping of marijuana is also following this trend, with use among male 
students increasing more modestly in recent years compared to females; in 2018,
13.1 percent of male college students vaped marijuana compared to 9.3 percent
of females (Schulenberg et al., 2019). Daily marijuana use remains twice as high
among college men (8.4 percent) compared to college women (4.3 percent). 
Marijuana use among college students today may reflect new use patterns
and products. The average level of tetrahydrocannabinol (THC), the main com­
pound in marijuana responsible for mind-altering effects, in marijuana rose from
4 percent in 1995 to 15 percent in 2017 (NASEM, 2017). The rise in potency can
be attributed to the different types of marijuana products on the market and new
methods of production in recent years compared to decades ago. For example,
extremely potent forms of marijuana concentrates are becoming more prevalent
in the United States. These trends suggest that people who use marijuana may be
more at risk of harms compared to previous years (Marconi et al., 2016; Murray
et al., 2016; Volkow et al., 2016).
Trends in Prescription Medication Misuse 
In 2018, 4 percent of full-time college students misused a prescription medi­
cation in the past month, a decrease from 5 percent in 2017, with stimulants being 
TABLE 2-5 Comparison of Measures of Marijuana Use in Higher Education
Students from Multiple Sources in 2013 and 2018
Year 
Fall 2013 Fall 2018 % Change
Measures of Marijuana Use (%) (%) 2013-2018 
CCMH: Marijuana use (any in the past 2 weeks)a 20.1 25.8 28.36 
CCMH: Marijuana use (3+ times in the past 2 weeks)a 11.4 15.3 34.21 
HMS: Marijuana use (any time in the past month)b 16.1 21.5 33.5 
ACHA-NCHA: Marijuana use (any use in the 14.1 19.0 34.8 
past 30 days)c 
aCCMH (clinical data); bHMS (general population data); cNCHA (general population data) 
Sources: ACHA, 2014, 2018; CCMH, 2015, 2020a; HMN, 2007-2019. 
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the most common prescription medication used non-medically among college
students (McCabe et al., 2005a; SAMHSA, 2019d).9 Risk factors for non-medical
use of prescription stimulants include being male, white, a member of a Greek
organization, and having a lower grade point average (Cranford et al., 2009). At
the campus level, rates of non-medical stimulant use are higher at colleges in
the Northeast region of the United States and at colleges with more competitive
admission standards (McCabe et al., 2005a). Prescription drug misuse rarely oc­
curs alone. Students who report non-medical stimulant use are also more likely
to report alcohol, cigarette, marijuana, ecstasy, and cocaine use. Specifically, 70
percent of students who misused prescription stimulants in a national study were
excessive drinkers and 68 percent used marijuana during the past month. 
Opioid use (particularly heroin and synthetic opioid use) is less common in
college students compared to their non-college-attending peers. In 2018, 1 per­
cent of full-time college students in the United States used a prescription opioid
non-medically in the past year (SAMHSA, 2019d). The college population has
not been the focus of opioid research in recent years (McCabe et al., 2005b). 
Impact of Substance Use on College Students 
In 2004, the last year for which estimates are available, 599,000 college
students were injured because of their alcohol use, 696,000 were hit or assaulted
by another drinking college student, and 97,000 experienced a sexual assault or
date rape perpetrated by another college student who had been drinking (Hingson,
Zha, and Weitzman, 2009). Male students tend to experience more alcohol-related
consequences that involve public deviance while consequences experienced by
female students tend to be more personal; females also experience more depen­
dence symptoms (Clarke et al., 2013; Ham and Hope, 2003). 
A quarter of women in the United States have experienced sexual assault, and
approximately half of those cases involve alcohol consumption by the perpetrator,
victim, or both. Among college students, 22 percent report experiencing at least
one incident of sexual assault (Mellins et al., 2017). In one study with a large
9 From SAMHSA: Questions about past-year use and misuse in the 2018 NSDUH covered the fol­
lowing subcategories of stimulants: amphetamine products (Adderall®, Adderall® XR, Dexedrine®,
Vyvanse®, generic dextroamphetamine, generic amphetamine/dextroamphetamine combinations, or
generic extended-release A-71 amphetamine-dextroamphetamine combinations); methylphenidate
products (Ritalin®, Ritalin® LA, Concerta®, Daytrana®, Metadate® CD, Metadate® ER, Focalin®,
Focalin® XR, generic methylphenidate, generic extended-release methylphenidate, generic dexmeth­
ylphenidate, or generic extended-release dexmethylphenidate); anorectic (weight-loss) stimulants
(Didrex®, benzphetamine, Tenuate®, diethylpropion, phendimetrazine, or phentermine); Provigil®;
or any other prescription stimulant. Other prescription stimulants could include products similar to
the specific stimulants listed previously. Since 2015, methamphetamine has not been included as a
prescription stimulant. Questions were not asked about past-month stimulant use or misuse for the
subtype categories. 
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college student sample, female students and gender nonconforming students re­
ported the highest rates of sexual assault (28 percent for both), while 12.5 percent
of men experienced assault. The most frequent correlate of experiencing assault
was incapacitation as a result of alcohol and drug use (greater than 50 percent).
Factors that increased risk for sexual assault included non-heterosexual identity,
membership in a Greek organization, and binge drinking, among others. Drug-
or alcohol-facilitated/incapacitated rape survivors are less likely to acknowledge
their rape and therefore less likely to seek services or treatment (Walsh et al.,
2016). 
The 2019 Association of American Universities (AAU) Campus Climate
Survey on Sexual Assault and Misconduct included 181,752 students from 33
colleges and universities, including 32 AAU member schools. The authors found
that the “overall rate of non-consensual sexual contact by physical force or in­
ability to consent since a respondent enrolled as a student at their school was 13
percent, with the rates for women and transgender, genderqueer, and non-binary
(TGQN, defined as transgender, genderqueer, questioning or not listed) students
being significantly higher than for men” (AAU, 2019). 
American Psychiatric Association research shows consistently that the in­
creasing intensity of marijuana use is associated with increasing risk for psy­
chosis later in life (Marconi et al., 2016; Murray et al., 2016). Higher potency
marijuana products and synthetic marijuana carry the most risk for psychotic
outcomes. Marijuana use is also consistently shown to have a detrimental effect
on cognitive function, and these consequences are magnified if use starts early in
adolescence (Shrivastava, Johnson, and Tsuang, 2011). Further, a robust meta-
analysis concluded that marijuana use is a significant predictor of developing
depression, suicidal ideation, and experiencing a suicide attempt (Gobbi et al.,
2019). Overall, the risk for these mental health outcomes remains moderate to
low among young adults using marijuana. However, the increasing numbers of
young people using marijuana creates a larger population who could develop
depression or suicidality attributable to marijuana use and exacerbate the men­
tal health situation among college students in the United States. Regarding the
acute impacts of marijuana use, research is consistent in showing that marijuana
use causes acute impairment of learning and memory, attention, and working
memory, but whether there is enduring neuropsychological impairment is less
clear (Volkow et al., 2016). 
COMORBIDITY BETWEEN MENTAL HEALTH AND
 
SUBSTANCE USE IN HIGHER EDUCATION
 
“Comorbidity” is the term used to describe the presence of two or more
illnesses at the same time. According to the National Institute on Drug Abuse
(NIDA), comorbidities “can occur at the same time or one after the other. Comor­
bidity also implies interactions between the illnesses that can worsen the course
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of both” (NIDA, 2020c). It is also possible that the presence of one condition
may contribute to the development of another. Individuals with mental illness, for
example, may use substances as a coping mechanism to deal with the symptoms
of this disorder, even though substance use can also exacerbate underlying condi­
tions. Similarly, the repeated use of drugs or alcohol can affect the way the brain
works, which can increase an individual’s susceptibility to developing mental
health issues (NIDA, 2020c). 
The use of substances in adolescents and young adults poses a particular set
of risks, as these years are critical to brain development. In fact, research shows
that “early drug use is a strong risk factor for later development of substance use
disorders, and it may also be a risk factor for the later occurrence of other mental
illnesses” (NIDA, 2020a). While this is not a causal link, adolescence and young
adulthood are times when both mental illness and substance use disorders are
likely to begin. 
While not specific to college students, for young adults, approximately 8.9
million individuals aged 18-25 had any mental illness (AMI) in the past year, and
5.1 million had a past-year substance use disorder (SUD). In this age group, 2.4
million had both AMI and an SUD in the past year (approximately 7.2 percent
of young adults). In that group, 43.8 percent received substance use or mental
health care in 2018. Of that group, 37.9 percent received only mental health
care, 3.7 percent received care for both, and 2.0 percent for substance abuse only
(CBHSQ, 2019). 
Approximately 1.7 million young adults aged 18-25 had a severe mental ill­
ness coinciding with an SUD, or 1.7 of adults in this age group. In this age group,
60.1 percent received either mental health care or substance use treatment. Within 
this group that received treatment, 52.8 received only mental health care, 5.8 per­
cent received treatment for both, and 1.5 percent received substance use treatment 
only (CBHSQ, 2019). The rates of parallel treatment for comorbid conditions,
however, do not align with the latest research findings suggesting that treating
mental health and substance use disorders in concert can provide longer-lasting
effects.
There are other types of comorbidity in addition to mental illness and
substance use. Different mental health disorders can occur together—comorbid
anxiety and depression, for example—and they can co-occur with physical
health disorders—depression and diabetes, for instance (OPA, 2020). The links
between mental health, substance use, and physical health may tie into an
individual’s environment from infancy through young adulthood. A multitude of
factors can contribute to the development of comorbid issues: “The interaction
between childhood activities and biology could affect brain development and— 
ultimately—social, behavioral, academic, health, and other outcomes” (OPA,
2020). 
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Environments to Support
 
Wellbeing for All Students
 
Definitions of wellbeing vary, but for the purposes of this report, as described 
in previous chapters, wellbeing is a holistic concept referring to both physical and 
mental health. Balanced nutrition, exercise, sleep, and proper hygiene, coupled
with access to medical care for temporary and chronic conditions, supports physi­
cal wellbeing.
Support for student wellbeing does not mean that students will not experi­
ence stress or difficult periods. It does not mean that colleges and universities are
responsible for ensuring that students avoid all emotional discomfort and that on-
campus treatment is available for all needs. What higher education can do, with
its focus on academic development and through its actions and policies, is inform
lifelong behaviors, both healthy and risky, that can develop during this time.
While colleges and universities do not need to have health services that address
all possible student needs, they do have an obligation to make students aware
of the resources available to them, including academic support, health-related
services, and wellbeing programs. In the event there are clinical health services
available, students should have access to transparent information about the scope
of services, cost and fees, and other community resources when a licensed pro­
vider is needed (See Chapter 4 for additional information on clinical services). 
Institutions of higher education have increased their attention to student well­
being over recent decades. This shift aligns with a movement in broader U.S. so­
ciety beginning in the early 1990s, when the federal government began to increase
efforts related to health and wellbeing in the workplace with Healthy People 2000.1 
While higher education’s role in supporting student wellbeing has incrementally
1 See: https://spark.adobe.com/page/BmX0QbGmKRJ1d. 
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64 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
increased over the better part of the past century, documentation from the past
decade includes the integration of wellbeing into higher education: Considering
Wellbeing, and its Connection to Learning and Civic Engagement, as Central to the
Mission of Higher Education (2013); the Okanagan Charter (Okanagan Charter:
An international charter for health promoting universities and colleges, 2015); and
The Council for the Advancement of Standards within Higher Education’s cross-
functional framework for advancing health and wellbeing (Travia et al., 2019).
These documents can serve as an overarching framework for wellbeing in higher
education to span “health, wellbeing, flourishing, and thriving of college students
in the context of a healthy community” (Travia et al., 2019). 
This chapter covers broad, campus-wide efforts to support overall student
wellbeing and success. It also profiles specific populations of students and pro­
vides insights into how higher education can support students across all of their
identities. These descriptions also include information on populations of students
more likely to have been exposed to trauma and harm perpetuated against them.
Finally, as students often identify with multiple groups, the profiles make note of
the ways that individuals with intersecting identities might benefit from additional
support. Recognizing students’ full identities contributes to educational and train­
ing environments that support that wellbeing of all students. 
SUPPORTING THE GENERAL STUDENT POPULATION
 
THROUGH WELLBEING AND WELLBEING STRATEGIES
 
Many campuses offer wellbeing resources and programs open to all students.
These wellbeing efforts, which are not intended to replace clinical services or
grow needed clinical service capacity, do provide education and skill-building
aimed at preventing and mitigating less severe instances of stress that can lead to
more serious mental health issues. For some students who have not had access to
education related to general health, exposure to information on nutrition, physical 
activity, sleep, and other factors that contribute to wellbeing may be the first step
to developing and maintaining healthy habits. 
Wellbeing programs on campus employ a variety of approaches, and the
availability of services varies considerably depending on existing funding, staff,
and type of institution. For example, the National Institute on Alcoholism and
Alcohol Abuse (NIAAA)2 offers a range of evidence-based strategies and in­
terventions—sorted by level of efficacy and cost—that institutions of higher
education can use to develop and deploy wellbeing activities that support efforts
to reduce alcohol use among college students. The suggested approaches include
skills training, brief motivational interventions, and personalized feedback inter­
ventions (NIAAA, 2019). At the campus level, colleges and universities can raise
awareness about available services, launch campaigns to reduce stigma related to
2 See: https://www.niaaa.nih.gov. 
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mental health and associated services, and ensure that policies, including those
prohibiting bullying, harassment, and assault, promote mental health and wellbe­
ing. Colleges and universities might also create opportunities for students to build 
community and peer support and develop healthy connections with faculty and
staff. At the individual student level, workshops, seminars, and other events may
provide them the opportunity to alleviate stress, develop mechanisms for process­
ing challenges, and learn about other ways to adopt a healthy lifestyle, including
exercise, meditation, nutrition, sleep, and other health-related behaviors. 
Campus Programs and Activities 
Pre-orientation materials, orientation events, and workshops held at the in­
stitutional, department, or program level are channels through which colleges
and universities can transmit information about wellbeing services. However, for
students enrolled at community colleges, graduate programs, and professional
schools, the introduction to campus may not include the same volume of events
as residential, undergraduate programs. Graduate and professional students may
only receive information on their school or department without guidance to the
campus as a whole.
As part of orientation, some campuses provide students with mental and
emotional health screenings as a way to understand important signals related
to overall health and gain a baseline understanding of their existing wellbeing.
While these screenings are not diagnostic, may be prone to over-estimating
prevalence rates (see Chapter 2), and cannot replace the evaluation of a licensed
professional, early screenings can provide students with an understanding of what
warning signs for distress look like in themselves as well as others. Screening
sessions can also provide students with information about health and wellbeing
services on campus and connect them to national resources (SAMHSA, 2018).
Beyond helping students build individual skills, colleges and universities
may also support student wellbeing through community and group activities.
Student-led groups can take many forms and focus on a range of interests, in­
cluding academic, athletic, social, religious, and spiritual affiliation, community
service, and professional interests, as well as groups based around student traits
or identities. Building connections with peers can alleviate loneliness and pro­
vide students with a sense of belonging on campus. These groups can also help
students with opportunities to reduce stress and to learn new skills, and they can
serve as venues to continue activities and hobbies they may have enjoyed prior
to enrolling in their program. While student-led groups may provide valuable
assistance, and in some cases informal support, the administration may not be
aware such services are being offered. 
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Campus Mental Health Services 
In addition to orientation programs and student groups, colleges and univer­
sities often employ other strategies to support students and inform them about
mental health services. Campaigns that reduce stigma around mental health issues
and challenges can normalize help-seeking behavior and encourage students to
access services that may suit their needs (e.g., a stress management workshop
or in-person counseling). (See Box 3-1 that describes some current national ef­
forts to address stigma against mental health and highlights some examples of
efforts under way at individual institutions). Colleges may work with visible and
well-known offices on campuses (e.g., student services, financial aid, residential
life, and recreational facilities) to host workshops and provide resources on
nonacademic skills that can support student mental health. In the event that a
campus experiences a student death by suicide, there may be additional support
BOX 3-1
 
Efforts to Address Stigma Against Mental Illness
 
The stigma associated with mental health conditions can serve as a significant
barrier to students with mental health disabilities getting the help they are entitled
to under the law. A nationwide survey conducted by Salzer and colleagues of 190
current and 318 former college students with mental health disabilities found that
concern about stigma undermined students’ willingness to seek accommodations.
The researchers found that 30 percent of the students surveyed did not want to
disclose their mental health disability out of concern that they would be stigma-
tized by teachers, while 20 percent “were fearful of being stigmatized by other
students” (Salzer et al., 2008).
There are several national initiatives aimed at reducing the stigma associated
with mental illness. For example, mtvU and the Jed Foundation’s Half of Usa cam-
paign aims “to initiate a public dialogue to raise awareness about the prevalence
of mental health issues and connect students to the appropriate resources to get
help.” The campaign website features the stories of celebrities from music, televi-
sion, and movies who share their personal experiences with mental illness and
substance use in an effort to normalize open dialogue about these issues and to
encourage help-seeking behavior among students. Similarly, the Bring Change
2 Mind effort, co-founded by actress Glenn Close, strives “to end the stigma and
discrimination surrounding mental illness.” To do so, they create “multimedia
campaigns, curate storytelling movements, and develop youth programs to en-
courage a diverse cultural conversation around mental health.” The Bring Change
2 Mind 2018 impact evaluation found that the effort has had broad reach, with its
public service announcements reaching roughly 6 billion people across a range
of media. Additional evaluation of these efforts would shed important light on their
impact and reach on college and university campuses.
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sought, prevention and awareness services provided, and questions around
communication. 
Most importantly, institutions offer mental health supports through coun­
seling centers, which have been found to be effective in supporting emotional
wellness for students. McAleavey et al. (2017) conducted randomized controlled
trials (RCTs) to evaluate the effectiveness of psychotherapy in a large (N =9895)
sample of clients in university counseling centers. The authors found that while
there are areas for improvement, in general, “across several different problem
areas, routine psychotherapy provided substantial benefit, particularly to clients
in the most distress.” In its 2017 annual report, CCMH reported that students who
came to counseling centers in 2012-2017 with “high levels of initial distress” re­
ported that their distress level decreased from 2.65 to 1.8 on the CCAPS Distress
Index after 10 sessions (CCMH, 2018). 
Individual campuses have also launched efforts to reduce stigma against
mental health. For example, as described in the report, the California Community
Colleges have used a suite of six online, interactive training simulations from Kog-
nito, a for-profit entity, to reduce stigma and engage faculty, staff, and students in
supporting those exhibiting signs of distress. The result was a 73 percent increase 
in the number of students that faculty, staff, and students referred to mental health
services across 113 campuses (Kognito, 2016; Sontag-Padilla et al., 2018c).
Some efforts to reduce stigma against mental health are explicitly consider-
ing how heightened stigma in communities of color can undermine the mental
health and wellbeing of BIPOC students. For example, as described in the report,
Therapy for Black Girls is a free online service that aims both to reduce the stigma
of treatment and help African American women, including students, find a local
community-based therapist. Efforts that take such an intersectional approach
are critical to supporting the improved mental health and wellbeing of BIPOC
students, however, additional research is needed to better understand how cam-
puses can most effectively support students of color.
Increasing the number of mental health professionals who are BIPOC can also
help reduce the stigma associated with mental health treatment among BIPOC
students. SAMHSA’s Historically Black Colleges and Universities Center for Excel-
lence (HBCU-CFE) in Behavioral Health is specifically designed to increase the
number of students at HBCUs who pursue careers in behavioral health. The pro-
gram’s activities “emphasize education, awareness, and preparation for careers
in mental and substance use disorder treatment, including addressing opioid use
disorder treatment, serious mental illness (SMI) (including First Episode Psycho-
sis (FEP)), and suicide prevention” (SAMHSA, 2020b). 
a See: http://www.halfofus.com/about-half-of-us. 
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Supporting Students Online
Today’s students have had greater exposure to online and virtual environ­
ments than previous generations. These “digital natives” not only have greater
exposure to tools and programs, but also have experienced more of their life
through social media and virtual outlets. As the pressure on mental health ser­
vices on campus has increased, colleges have sought other technology-enabled
methods for supporting students. These include mental health applications and
virtual health and wellbeing tools (Kern et al., 2018), not to be confused with
telehealth, which are one-on-one services offered directly by a mental health
provider through virtual means. These mental health applications have become
particularly popular during the COVID pandemic. For example, numerous online
programs to support mental health have become popular in the higher education
setting, including several that provide digital behavioral health care, specifically
online programs to support treatment for depression, anxiety, stress, and resil­
ience for college students. 
While colleges and universities may seek virtual health and wellbeing tools
(separate from telehealth and distance therapy services), the evidence base re­
garding their effectiveness remains limited. Estimates suggest that of the 325,000
available emerging digital health technologies, as many as 12,000 focus on men­
tal health (ADAA, 2020).
Although many community colleges were more likely to provide a form of
online education prior to COVID-19, there has been little done to understand
how they use virtual tools to educate and support students. Additional research
on support mechanisms, from general wellbeing to more specific mental health,
for primarily virtual students would provide a great service to the community
college community, as well as others turning to hybrid and virtual models during
the pandemic (Chiauzzi et al., 2011).
There have been several studies of the efficacy of online interventions for
reducing stress, depression, and anxiety in students. Farrer et al. (2013) conducted
a systematic review of technological interventions targeting certain mental health
and related problems in university settings. The authors noted that “technological
interventions targeting certain mental health and related problems offer promise
for students in university settings. The data suggest that technology-based CBT
may be particularly useful in targeting anxiety and, to a lesser extent, depressive
symptoms in interventions targeting both depression and anxiety.” Similarly,
Davies, Morriss, and Glazebrook (2014) found that computer-delivered and web-
based interventions designed to improve depression, anxiety, and psychological
well-being of university students can be “effective in improving students’ depres­
sion, anxiety, and stress outcomes when compared to inactive controls.” However,
the authors cautioned that these interventions need to be “trialed on more hetero­
geneous student samples and would benefit from user evaluation.”
In another related study of these interventions and applications, Conley et al.
(2019) noted that additional research may be needed to assess the effectiveness,
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including cost-effectiveness, of the types of interventions and their components; how
they are delivered, including through which types of technological devices; and the
target populations. Lattie, Lipson, and Eisenberg (2019) noted the need for further
research to ascertain the effective elements of digital mental health tools, and Harrer
et al. (2019) added that research is also needed to examine the “student subsets for
which Internet-based interventions are most effective and to explore ways to increase
treatment effectiveness.” Virtual platforms can also provide opportunities outside of
the digital classroom for students who attend higher education in hybrid or online
models to meet and interact with other students. In fact, virtual environments can
provide a place of connection for all students to share stories and form a support
network. For example, PhD Balance3 is an online community developed by graduate
students to share narratives about mental and emotional health struggles and share
resources. Other virtual spaces, notably for students who have not developed con­
nections on campus, can provide other channels to develop relationships and find
support based on their interests. #BlackandSTEM, for example, is an online com­
munity that uses Twitter to connect a community of Black professionals, students,
and teachers across the country (Ireland et al., 2018; Montgomery, 2018). 
The online environment has been shown to impact students’ emotional
health. Research indicates, for example, that adolescents receiving positive reac­
tions to their social media presence have higher self-esteem and are more satis­
fied with life (Ahn, 2011). On the other hand, social media that is perceived to
be negative, including social rejection and cyberbullying, can negatively affect
an individual’s emotional state (Chou and Edge, 2011; NASEM, 2020). Social
media may also bias and skew perceptions of normative behavior ranging from
body image, substance use, socializing and partying, and other behaviors than can
enhance feelings of loneliness, decrease a feeling of belonging or welcome, and
limit connection to others (Huang et al., 2014; Zhu, 2017). 
Another concern is that students may feel unsure about how to connect with
other students who share posts that include distressing information or suggest
that the account holder may be experiencing difficulties. The Jed Foundation
and the Clinton Foundation created a guide for students with information about
identifying warning signs, guidance on how to respond, and national resources
for reference (Jed Foundation and Clinton Foundation, 2014). 
Online dating apps also have the potential to threaten both psychological and
physical health. Individuals who use these apps can avoid vulnerable situations
by developing safety protocols that include meeting with individuals in public
settings, letting a friend or trusted individual know about the event, and limiting
the amount of personal information and/or images shared in advance (Breitschuh
and Göretz, 2019; Wong et al., 2020).
Finally, many students do not have a full understanding of the terms of service,
data sharing policies, and privacy guidelines to which they agree when they use
3 Additional information is available at https://www.phdbalance.com (accessed August 17, 2020). 
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apps and social media. Providing guidance about the impact of social media on
emotional health, an understanding of how algorithms operate to promote content,
and privacy concerns regarding user data can help students foster safe and produc­
tive relationships with the online environment (Brandtzaeg, Pultier, and Moen,
2018; Obar and Oeldorf-Hirsch, 2020; Sarikakis and Winter, 2017). 
PROVIDING SUPPORT FOR SPECIFIC STUDENT POPULATIONS 
Many institutions of higher education have offices, groups, and/or staff
on campus dedicated to working with specific groups of students. While these
populations are described in isolation, students can and often do hold multiple
overlapping identities, such as a first-generation student who is Black, Indigenous 
or a Person of Color (BIPOC) and a veteran. While this chapter primarily focuses
on population-level programs and wellbeing services, the sections on specific
populations below do include some information on ways these groups may ex­
hibit certain characteristics related to mental health and wellbeing, reported rates
of mental health issues, differences in access or rates of mental health utilization,
and other clinical services covered in greater detail in Chapter 4. 
Black, Indigenous, and Students of Color 
As noted in Chapter 2, the proportion of students who are Black, African
American, Hispanic, Asian, Pacific Islanders, Native American/Alaska Native,
and multiple-race non-Hispanic is projected to increase in the coming years.
BIPOC students often have intersecting identities, including first-generation
status, having a disability, having insecure documentation status, or being a
survivor of trauma. BIPOC students are also more likely to be part-time students,
work while a student, live with dependents, and come from families with lower
annual incomes (Espinosa et al., 2019). 
BIPOC students, compared to the student body as a whole, are more likely
to have experienced conditions that impact their health, education, and develop­
ment, such as experiences resulting from systemic racism and oppression (Ingram
and Wallace, 2018), limited access to health care and health insurance (including
mental health); food insecurity; domestic violence; housing insecurity and evic­
tion; bankruptcy; interruption of education due to relocation; and exposure to
environmental health hazards (Jury et al., 2017; Metcalfe and Neubrander, 2016;
Sohn, 2017). These additional factors, when present, should not be misinter­
preted as implying that BIPOC students do not have potential and responsibili­
ties in terms of academic achievement, leadership capabilities, or contributions
to campus. Rather, institutions of higher education, and especially those that are
predominantly white institutions, need to recognize that the pervasive effects
of systemic racism and sexism, including inequality in K-12 education, can co­
alesce with college policies and practices in ways that compromise postsecondary 
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academic resilience (Jack, 2019). As students from these groups continue to en­
ter higher education at higher rates, colleges and universities hoping to support
students from admission to graduation may consider investing in programs and
services that provide support specific to these students. 
One such program, The Husky Promise, was designed to support low-income
students in Washington state, as defined by the requirements for Pell Grants or
the Washington State Need Grant (Cauce, 2019). Through this program, students
could attend any of three University of Washington campuses without paying
tuition. Students also received financial aid to help with the cost of attendance
as well, such as rent, food, etc. Cauce (2019) notes that original projections
were that about 5,000 students a year would attend the University of Washington
through the Husky Promise. “Ten years later, almost 40,000 students have availed
themselves of the program, which covers students for up to 5 years, and today we
have about 10,000 Husky Promise students across our three campuses.” 
Similarly, University of North Carolina (UNC), through its Carolina Cov­
enant program, offers students whose family has an adjusted gross income (AGI)
that is at or below 200 percent of the poverty guideline financial aid to attend and
graduate from UNC-Chapel Hill (UNC, 2020). The program is designed to “com­
municate a clear, simple message of predictability of financial aid for low-income 
students, and promises that low-income students can graduate debt-free.” The
Covenant program, which has been found to contribute to the academic success
of these students, incorporates a campus-wide support network and commitment
to student success. A mentoring program is also a central component of the sup­
port network (Ort, 2020). 
Understanding and recognizing the biases that students from these groups
may face is only the first step in establishing programs aimed at fostering wellbe­
ing in these student communities. Faculty and staff recognition of how students
who are BIPOC respond to stress and react in ways distinct from the majority-
white student body can reduce microaggressions and actions that create hostile
environments (Ryu and Thompson, 2018). Institutions of higher education can
offer staff, faculty, and all others who interact with students training and focus on
developing skills, knowledge, and attitudes to understand ways to identify racist
behavior, correct biased policies, and provide all students with support (Ryu and
Thompson, 2018).
In addition to providing culturally competent programs and services to
students, colleges and universities may consider how they communicate, raise
awareness, and reduce stigma around mental health specifically for students
who are BIPOC. Research has shown that the presentation of symptoms can
differ based on racial and ethnic backgrounds, as can engaging in help-seeking
behaviors that differ from those of cisgender, heteronormative white men (Ryu
and Thompson, 2018). This can make it difficult for those trained to recognize
mental health symptoms based on cisgender, heteronormative white men in stu­
dents who are BIPOC and make it less likely they will seek treatment (Ryu and
Thompson, 2018). 
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Having health professionals on campus who recognize, support, and treat stu­
dents from all backgrounds can help lower some of the barriers for students who
are BIPOC. This may include staff at the general or primary health clinic who can 
recognize signs of mental health issues as well as processes that allow students to
move between physical and mental health services. Research has demonstrated
that biases in providers, notably along the lines of race and gender, can impact
the efficacy of diagnoses and treatment plans for patients (Chapman et al., 2013;
Green et al., 2007; IOM, 2003; Obermeyer et al., 2019). Actively and consistently 
addressing the systemic and institutional biases that exist in policies and in indi­
viduals can ameliorate the harm done to students from underrepresented groups
and contribute to a more supportive environment. 
This section, while it provides insight into the ways that students who are
BIPOC could benefit from intentional support, does not provide an in-depth re­
view of how these issues vary across different racial and ethnic groups. While on
a statistical basis, students who are BIPOC may more often be first-generation
students or less represented on campus, this is not always the case. Building
programs and services that are equitable and inclusive means recognizing how
higher education at times dictates a one-size-fits-all approach that colleges and
universities can now work to undo and create campuses that support all students.
Listening to individual students and how they characterize their experience will
allow them to bring their full selves and thrive in their whole identity (Cook-
Sather, 2018; Cropps and Esters, 2018; García and Henderson, 2014; Lehmann,
Davies, and Lauren, 2000; Rasheem et al., 2018; Reddick and Pritchett, 2015;
Syed et al., 2011). 
Students with Disabilities and Disabled Students4 
In 2015-2016, 19 percent of undergraduate (3,755,000) and 12 percent 
of postgraduate (423,000) students reported having a disability (Snyder et al.,
4 The committee would like to acknowledge that the National Center for Disability and Journalism
recognizes that different communities prefer the use of person-first (persons with disabilities) and
identity-first (disabled persons) terminology. According to the NCDJ:
Background: The phrased “disabled people” is an example of identity-first language (in contrast
to people-first language). It is the preferred terminology in Great Britain and by a growing num­
ber of U.S. disability activists. Syracuse University’s Disability Cultural Center says, “The basic
reason behind members of (some disability) groups’ dislike for the application of people-first
language to themselves is that they consider their disabilities to be inseparable parts of who they
are.” For example, they prefer to be referred to as “autistic,” “blind,” or “disabled.” Several U.S.
disabilities groups have always used identity-first terms, specifically the culturally deaf com­
munity and the autistic rights community. 
NCDJ Recommendation: Ask the disabled person or disability organizational spokesperson
about their preferred terminology. If that is not possible, use people-first language (NCDJ, 2018). 
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2019),5 an increase over the past 20 years from 5.3 percent (892,000) of under­
graduates and 3.2 percent (89,000) graduate or first-professional students (NCES,
1999, Table 211). Within this group, there is a higher percentage of undergraduate
students who are also veterans (26 percent) than those who have not served in the
military (19 percent) and higher percentage of students aged 30 and over (23 per­
cent) than those aged 15-23 (18 percent) (Snyder et al., 2019a). 
For students, the disability designation can be for a physical, behavioral, or
learning disability.6 The 1990 Americans with Disabilities Act (ADA) defines
disability in the context of higher education as “a physical or mental impairment
that substantially limits one or more major life activities, a person who has a
history or record of such an impairment, or a person who is perceived by others
as having such an impairment” (DOJ, 1990). ADA recognizes five categories
of impairments that require mental health diagnoses: anxiety disorder, depres­
sion, bipolar disorder, schizophrenia, and other psychological disorders. In the
context of higher education, a mental health disability is defined as “a persistent
psychological or psychiatric disorder, emotional or mental illness that adversely
affects educational performance.” To comply with ADA, campuses must pro­
vide accommodations commensurate with the range of disabilities that students
experience. Disabilities may be long-term and chronic, but ADA also covers
short-term disability for surgery, trauma, or other medical conditions (including
pregnancy). Given that students with disabilities are not a monolith, faculty and
staff supporting these students will want to approach mental health and identity
issues with sensitivity (Iarovici, 2014). 
The percentage of students diagnosed with mental health disabilities is in­
creasing. These students can face challenges in receiving necessary accommo­
dations because their disability is often less visible and poorly understood by
the campus community, including by faculty, than physical disabilities (e.g.,
blindness, deafness) (Condra et al., 2015). According to a report by the National
5 From ED: Students with disabilities are those who reported that they had one or more of the fol­
lowing conditions: blindness or visual impairment that cannot be corrected by wearing glasses; hear­
ing impairment (e.g., deaf or hard of hearing); orthopedic or mobility impairment; speech or language
impairment; learning, mental, emotional, or psychiatric condition (e.g., serious learning disability,
depression, ADD, or ADHD); or other health impairment or problem. 
From the American Community Survey 2017: The American Community Survey (ACS) estimates the
overall rate of people with disabilities in the US population in 2016 was 12.8 percent. The percentage
of those with a disability in the US civilian population slowly increased from 11.9 percent in 2010 to
12.8 percent in 2016. See: https://disabilitycompendium.org/sites/default/files/user-uploads/2017_An­
nualReport_2017_FINAL.pdf. 
6 According to the Department of Education, students with disabilities are those who reported that
they had one or more of the following conditions: blindness or visual impairment that cannot be cor­
rected by wearing glasses; hearing impairment (e.g., deaf or hard of hearing); orthopedic or mobility
impairment; speech or language impairment; learning, mental, emotional, or psychiatric condition
(e.g., serious learning disability, depression, ADD, or ADHD); or other health impairment or problem
See: https://ies.ed.gov/ncser/definition.asp. 
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Council on Disability (2017, p. 15), “College faculty, staff, and administrators
need training to 1) identify and support students with mental health disabilities
and 2) responsibly provide disability-related modifications and accommodations
as required under federal disability laws.” A survey of 76 practitioner and 148 stu­
dents, carried out by the National Alliance on Mental Illness (NAMI), identified
a range of practices that “colleges can engage in to enhance the inclusion, reten­
tion, and graduation of students with mental health disabilities” (NCD, 2017a).”
Among those named as promising practices by respondents were: 
•	 Making efforts to reduce stigma associated with mental health disabilities,
which may take the form of staff workshops and professional develop­
ment, faculty outreach, the efforts of student groups and student-led pro­
grams (such as those provided by Active Minds and NAMI), campus-wide
events or activities, and work with external groups, such as NAMI (see
Box 3-1) 
•	 Locating offices for mental health services thoughtfully in order to pro­
vide students with confidential access when necessary or desired 
•	 Creating a campus culture that normalizes discussion of mental health as
a component of the wellness for the entire campus through the actions and 
statements of campus leaders 
•	 Hiring case managers to provide resources to students in distress 
•	 Educating faculty in how to identify students in need and refer them to
campus support services and resources 
•	 Entering into partnerships with community resources in the larger health
care system when on campus resources are limited
Table 3-1 from the 2017 National Council on Disability report shows the
percentage of students and practitioners who named certain practices as best
practices in mental health services.
Disabled students may also benefit from additional support and programs
that intersect with other identities as a means of preventing potential problems
with loneliness and isolation (Iarovici, 2014). According to one report, “students
with disabilities were also more likely to be from an ethnic minority group than
students without disabilities, to identify as biracial or multiracial, and to identify
as gay or bisexual” (Iarovici, 2014). This suggests that peer group and community
activities that support students in their identities across the lines of race, ethnicity, 
gender, and sexual gender minorities may benefit from deliberate efforts to reach
students with those identities who are also disabled.
Feelings of social isolation and lack of connection experienced by students
with disabilities align with other mental health risks, such as developing a sub­
stance use disorder. Indeed, research has found that students with disabilities
were more likely to engage in risky substance use (Iarovici, 2014), with the
 
 
  
           
 
 
 
 
  
 
 
 
 
 
  
        
 
      
          
          
       
    
 
 
 
   
 
  
 
 
 
  
 
  
  
75 ENVIRONMENTS TO SUPPORT WELLBEING FOR ALL STUDENTS
TABLE 3-1 Percentage of Practitioners and Students Who Named Certain
Practices as Best Practices in Mental Health Services 
Practice % of Practitioners % of Students 
Training/anti-stigma/outreach 26 65 
Increased access 21 19 
Student engagement 17 15 
Faculty support/training 14 6 
Crisis response/behavioral intervention teams 7 0 
Pedagogy/universal design 5 0 
Culturally competent practices 5 0 
Technology access 5 0 
Intracollege collaboration 2 0 
Suicide prevention 2 0 
More data availability 2 0 
Skills training 2 0 
Policy 2 0 
Emotional support animals 2 0 
Source: NCD, 2017a. 
rate of substance misuse among students with a disability ranging from 14 to
65 percent across all disabilities (Casseus et al., 2020). Given the complexity
and breadth of the types of disabilities experienced by students, there is a need
to understand substance use disorders with greater nuance. Overall, the research
on substance use in the population of students with disabilities remains limited,
and additional research7 would help provide insight into rates of prevalence and
appropriate mechanisms to support students with disabilities to completion of
their degree program.
First-Generation Students 
As enrollment in higher education has continued to rise, there has been
growing attention to students who are the first in their family to attend college or
whose parent or guardian did not attain a bachelor’s degree. For these students,
the important factor regarding mental health is that they often lack the benefits
of family members who can provide institutional knowledge on how to navigate
the bureaucracy of higher education and its services. First-generation students
can benefit from additional support related to the barriers related to finances,
academics, and sense of belonging (PNPI, 2020a). 
7 Chapter 6 discusses open research questions that need to be answered. 
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Even though first-generation students come from all backgrounds, they
are more likely to be BIPOC or have an identity that has been historically
excluded from higher education. In 2012, 41 percent of Black and 61 percent
of Latinx students identified as first-generation, in contrast to 25 percent of
white and Asian-American students (PNPI, 2020a). First-generation students
can differ from continuing-generation students, who have at least one parent
with a postsecondary degree, in other distinct demographic and socioeconomic
characteristics, too (see Table 3-2). 
Developing specific communication strategies for first-generation students to 
raise awareness about the availability, cost, location, and purpose of programs and
services available through campus wellbeing, general health, and mental health
offerings can promote wellbeing and college completion (Wang and Joshi, 2018).
Many first-generation students may benefit from programs and services embed­
ded in places they are likely to visit in their daily interactions, such as academic
buildings or community centers, or might visit for other health reasons, such as a
general health clinic or women’s health clinics. Extended hours later in the eve­
ning or on the weekends and available day care might also help first-generation
students with dependents and those who work full time (Wang and Joshi, 2018). 
Mentoring programs may also be useful in supporting the social, emotional,
and academic needs of first-generation students (Plaskett et al., 2018). As an ex­
ample, Cornell University’s College of Agriculture and Life Sciences (CALS) peer
mentoring program, for example, is designed for incoming first-generation students
and was developed “to help students feel more closely connected to the campus
environment and to help them bridge gaps in academic success and psychologi­
cal well-being.” The program, which pairs upperclassmen with incoming students
based on majors and general demographic information, was found to be successful
in improving academic performance and supporting psychological wellbeing. The
60 first-year students who fully engaged with the mentoring programs earned grade
point averages that averaged 0.61 higher than those who did not. As evaluators of
TABLE 3-2 Comparison of Characteristics between First-Generation and
Continuing-Generation Students in 2015-2016
Characteristic First-Generation Students
Continuing-Generation
Students 
Age 30 or above 28 percent 16 percent 
Has dependents 30 percent 16 percent 
Female 60 percent 52 percent 
Median annual parental income
among dependent students 
$41,000 $90,000 
Source: PNPI, 2020a. 
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the program noted, “part of a student’s academic success is making sure they are
having a good psychological experience on campus.…Providing academic guid­
ance as well as social support helps students to navigate the often difficult, but
important, journey of collegiate life” (Cornell University, 2020). 
International Students and Students without Documentation 
In 2017, 1,000,722 students were classified as non-resident aliens, account­
ing for 5.1 percent of total enrolled student population, 0.3 percent of the un­
dergraduate population, and 14.2 percent at the postbaccalaureate level (NCES,
2017). While this group of students is often categorized with the blanket term
“international students,” the label does not provide the nuance to all the nationali­
ties and backgrounds present at U.S. colleges and universities. While this group­
ing does not disaggregate between the many different cultures present, there are
some common trends for institutions of higher education to acknowledge in the
support of international students. 
The relocation and life change that international students experience may
contribute to culture shock upon arrival on campus (Iarovici, 2014). While many
colleges and universities have offices and or staff dedicated to supporting inter­
national students, assistance beyond logistical and administrative support can
ease the transition for those students navigating a new country. Support groups
that provide a sense of community and a welcoming environment to those from
their country of origin can provide international students with opportunities to
develop social connections and a sense of belonging on campus and learn the
nuances of life on a U.S. campus. These groups may include other international
students who can share stories about their experience and normalize challenges
or they may provide international students the opportunity to build connections
to students with U.S. citizenship. 
There are important considerations for colleges and universities to attend to
while providing support for international students. The concepts of wellbeing and
mental health, for example, may differ considerably depending on the students’
country of origin, and international students utilize counseling services at lower
rates and are less likely to return after an intake appointment (Alexander and
Iarovici, 2018). Colleges may consider offering sessions on an as-needed basis or
in groups settings that convene outside of the counseling center to create settings
that feel more familiar and comfortable to students who feel less comfortable
with the U.S. presentation of mental health and wellbeing services (Alexander
and Iarovici, 2018). Providers and staff may also consider adapting counseling
styles and programming to fit the expectations and the interests of international
students (Iarovici, 2014). 
In addition to international students, there is a population of undocumented
students attending U.S. colleges and universities. Some 47 percent of undocu­
mented students came to the United States before age 12, and 39 percent came
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between the ages of 13 to 21 (Feldblum et al., 2020). In 2018, the American
Community Survey estimated there were approximate 450,000 students without
documentation enrolled in higher education, accounting for about 2 percent of all
students (Feldblum et al., 2020). Of students without documentation, a subset of
216,000 students (1 percent of all students) are eligible for Deferred Action for
Childhood Arrivals (DACA) status. Conducting research and collecting data on
undocumented individuals is difficult given that they may not wish to participate
in any activity that could reveal their citizenship status and jeopardize themselves
or their family. In terms of supporting students without documentation, there
are a number of barriers to consider. Students may avoid academic, financial,
health, and other campus services in fear of exposing themselves or family’s un­
documented status. Students without documentation may also have less familial
financial stability, as their relatives may not have labor protections if they are also
undocumented or live in another country. The students themselves also may not
qualify or be willing to pursue the process to receive financial aid (including work
study funding), scholarships, or employment. Students without documentation
may also be first-generation students, who may be less likely to understand how
tuition and fees may grant them access to free or low-cost health care options
(Perez et al., 2009; Suárez-Orozco et al., 2015). 
Beyond providing support that aligns with the needs of international students
and students without documentation, there are also unique stressors that can af­
fect their lives and mental health, as well as their ability to pursue their studies.
Government regulations related to immigration, travel restrictions, and visas
can create urgent situations for international and undocumented students. In the
event of potential or pending policy changes, colleges and universities can rely on 
student services, immigration support staff, and centers for international students
to provide updates and resources to students. These regulations may also impact
their ability to pursue permanent and stable employment in the United States, cre­
ating uncertainty about their financial stability and general life prospects. Some
federal policies may not have clear guidance directed at colleges and universi­
ties and may require additional deliberation to identify the impact on students.
Counseling services, resources, and legal assistance can reassure students and
mitigate the negative impact caused by rapidly changing policies and regulations
that remain uncertain in terms of their duration and continuation. 
Student-Athletes 
Approximately 460,000 student-athletes are enrolled in U.S. colleges and
universities (NCAA, 2020). Overall, student-athletes demonstrate excellence
in academics with 8 out of 10 student-athletes earning a bachelor’s degree
(NCAA, 2020). The daily life of the student-athlete is distinct from the other
students given the specific time demands of their training and competition
program. Student-athletes must balance their time between academics and
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athletics, and they may have limited availability to build social connections
beyond the athletic program as a result of their tightly packed schedule. As
colleges and universities seek to support student-athletes, they may consider
providing support services and wellbeing programs located on the athletic cam­
pus or closer to training facilities. For general wellbeing, ensuring that other
student services such as cafeterias, student services, and other central services
can help student-athletes have the same ability to access nutrition and logistical
support as other students. 
In reviews of student-athletes, the literature suggests distinct benefits related
to mental health. Athletic participation is associated with lower rates of depres­
sion and correlates with higher levels of self-esteem and connection with others
(Bornheimer and Gangwisch, 2009; Pluhar et al., 2019). The team environment,
which can be positive and supportive, can also create negative stressors if the
presence of group conflict, peer pressure, and bullying (Post and Kelley, 2018).
Additionally, if the broader campus environment does not have a positive culture
toward students from historically marginalized groups, student-athletes from
those backgrounds may experience additional discrimination and harassment
given their higher visibility on campus resulting from their role as an athlete
(Post and Kelley, 2018). 
Student-athletes may also face unique stressors related to athletic perfor­
mance. Perfectionism is a trait common to high-performing individuals, including
musicians and researchers, and student-athletes can encounter lowered mood or
self-esteem after a relative change in position on the team or a poor competitive
performance (Post and Kelley, 2018). In the event of injury or leaving the team,
student-athletes may experience isolation from social networks, the loss of their
identity, and having access withdrawn to special academic, health, and financial
support. Wellbeing programs tailored for the needs of student-athletes can help
build additional coping mechanisms, provide an environment to share challenges
outside of the team dynamic, and offer students who are temporarily or perma­
nently on leave from athletics support to develop an identity outside athletics.
During COVID-19, the athletic seasons for many student-athletes have been sus­
pended without certainty of return and, for some athletes, reduced or zero access
to training facilities. While research specific to the wellbeing of student-athletes
remains limited, the University of Michigan’s Athletes Connected research aims
to increase awareness of mental health issues, reduce the stigma of help-seeking,
and promote positive coping skills among student-athletes overall and during
the COVID-19 pandemic (Kern et al., 2016).8 For example, in one pilot study,
an educational intervention for varsity athletes that featured presentations that
provided an “overview of mental health, two videos highlighting former student-
athletes’ struggles with mental illnesses, and a discussion at the end with the
8 Additional information is available at https://athletesconnected.umich.edu (accessed September 
29, 2020). 
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former athletes portrayed in the videos” found, through surveys of 626 student
athletes, “significant increases in knowledge and positive attitudes toward mental
health and help-seeking” (Kern et al., 2016). 
Graduate Students 
While many student services on university campuses are open to both under­
graduates and graduate students, the needs of graduate students differ in terms of
their socioemotional development, life expectations, professional demands, and
academic stressors. As noted in the National Academies’ Graduate STEM Educa­
tion for the 21st Century, “High-pressure environments, cloudy career prospects,
an imbalance of work and life, and leadership style of one’s advisor also contrib­
ute to health problems or unhealthy mental status of graduate students.”(NASEM, 
2018a, p. 83). The ongoing efforts of the Council of Graduate Schools’ Graduate
Student Mental Health and Well-being Initiative9 pays increased attention to the
needs of graduate students. Launched in August 2019 in partnership with the
Jed Foundation, the two-year initiative will examine the barriers related to care
for graduate students and review the evidence-base for practices (Hazelrigg and
Woodworth, 2019). The COVID pandemic and accompanying economic crisis
have exacerbated pressures on graduate students as job prospects have become
even more ambiguous than they were before since so many institutions are cutting
back on staffing and the like. 
Undergraduate students typically have general education requirements man­
dating a broad exploration of campus, extracurricular activities, and residential
life. As a result, undergraduates often traverse a larger area on campus than mas­
ter’s and doctoral students, who may be enrolled in a specific program located in a
handful of buildings, spend more time off campus, and may be located in another
location for field research. Programs and services may be in buildings that primar­
ily serve undergraduates or in areas of the campus that are unknown to graduate
students. For graduate students who also have teaching assistantships, location
of services can matter in that a graduate student may not want to seek support
in the same location where they may encounter their undergraduate students or
mentees. For students who have relocated for field research or to complete their
dissertation in another city, virtual programs, and services, including telehealth
or other distance health options, can provide alternatives to in-person sessions. 
Educational demands and professional development may cause stress to gradu­
ate students, notably if the existing academic, career, and wellbeing resources on
campus feel geared to an undergraduate audience. As academic research funding
and tenure-track faculty positions have become more difficult to secure, graduate
9 Dr. Daniel Eisenberg served on the National Academies committee on mental health, substance
use, and wellbeing and the Council of Graduate Schools Graduate Student Mental Health and Well­
being Initiative. Dr. Susanna Harris, a consultant for the National Academies, served on the CGS
Initiative.
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students who have invested significant time in their life pursuing that career may
experience a loss of identity that is distinct for students at that stage of their careers.
As a result, they may require help both seeking a job in a nonacademic setting and
dealing with the disappointment of not achieving what for many graduate students
is a life-time goal (Iarovici and Alexander, 2018).
Students experiencing these stressors can benefit from career advisors and
wellbeing services that acknowledge this critical shift in identity and have knowl­
edge of the job market for graduate students. While many of these stressors may
align with the normative growth and development issues common to young
adults, graduate programs may benefit from providing specialized support ser­
vices that allow students to build stress management and coping mechanisms that
will benefit them throughout their studies and into future roles. 
Loneliness, isolation, and competition can also have a noted presence in
the life of a graduate student (Ray et al., 2019). Unlike undergraduate students,
graduate students often do not participate in introduction to campus programs and
do not learn about various supports available to them, and they often have fewer
opportunities to join extracurricular activities and build support networks. Gradu­
ate programs may be small and isolated from other departments, which can limit
the development of friendships and social relationships that can help students
create a sense of belonging. In departments and programs where competition for
grants, papers, or general status is the norm, the environment can turn students
away from each other. Without bridges to a broader community, students may
experience isolation, loneliness, and lack a social system that can help individuals 
cope with their struggles. 
For students who have strong social networks at home, leaving an estab­
lished social structure can also create separation as families and friends may
not understand the nature of graduate work. Additionally, graduate students
may also experience financial stress if they compare their stipends to peers who
work full time and receive salaries (Iarovici and Alexander, 2018). As mentioned
previously, students who are completing research or field assignments may also
lack the social infrastructure of both their home environment and program, and,
depending on the location, may not have reliable means of communicating with
those to whom they are close and from whom they can get support. 
As with student-athletes, graduate students often demand perfection from
themselves and internalize high expectations (Iarovici and Alexander, 2018). One
phenomenon common to graduate students in high-pressure, competitive pro­
grams is imposter syndrome. The term was coined to describe a trend observed
in women in which they believe they are not as competent and skilled as everyone 
thinks they are despite outstanding academic and professional accomplishments
(Clance and Imes, 1978). This phenomenon is also not uncommon in graduate
students, many of whom may discount their hard-earned achievements such as
admissions, publishing a paper, or getting accepted into a conference while they
attribute any setbacks to personal failings (NASEM, 2020). Graduate students
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who belong to groups that have been historically excluded in their discipline and
program or who are in programs that have not created an inclusive environment
can feel additional scrutiny (NASEM, 2018a). Given the siloed nature of graduate 
programs, wellbeing programs and community services that help link students
to others who share similar backgrounds, transdisciplinary research interests,
extracurricular activities, or interest in issues on campus can give students who
may not feel belonging in their program the chance to create a social system
with peers. 
Graduate students may be exposed to social and professional arenas as they
begin to attend conferences and build relationships outside of their program or
institution with an eye toward their future careers. Events such as conferences,
workshops, and seminars may include a level of professional decorum and pro­
tocol to which they have not been exposed previously. Learning how to navigate
these settings can cause additional stress, uncertainty, and lack of belonging.
These issues may be particularly felt by students who are BIPOC and or hold
other historically excluded identities and who experience feelings of isolation
in their program and even their field in the event there are limited students and
faculty with similar identities.
Graduate students may also feel a lack of control and agency related to
their relationship with a research advisor. While the apprenticeship model that
often exists between the researcher and the student may go well, the dyadic
structure and its inherent power differential pose risks in the event conflict oc­
curs (NASEM, 2018a). There have been efforts to diffuse the power differential
by offering graduate students the ability to have multiple mentors and providing
networking events to expand a students’ pool of mentors and advocates. Lab
rotations to test research interests (in applicable fields) and policies to mediate
and ease conflict between students and their advisors can also help reduce the
adverse effects of a power differential. For some disciplines, the stigma around
pursuing careers outside of academia remain, and students may feel pressure to
conform to the tenure-track career path. Providing students with other ways to
explore careers through seminars, internships, workshops, alumni networks, and
graduate-specific professional advisors can help alleviate the burden on research
advisors and provide students a place to learn without stigma. 
In 2019, the National Academies released a study with evidence-based find­
ings and recommendations related to the science of mentorship in science, tech­
nology, engineering, mathematics, and medicine. While this report, The Science
of Effective Mentorship in STEMM, did not focus on mental health specifically,
the report does note how mentoring can impact student development and wellbe­
ing and the importance of identity in mentoring relationships. The report notes
the benefits of a positive mentoring relationship for undergraduate and graduate
students and discusses some of the negative consequences of a poor relation­
ship. Undergraduate students who participate in mentored research experiences
are more likely to stay in STEMM, and students who perceive their mentors as
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effective are more likely to pursue doctoral programs in related fields. Gradu­
ate students who perceive their mentors as effective are more likely to persist
in academic decisions and publish research than students who are not mentored
(NASEM, 2019b). For all students, the report references the need to build cross-
cultural competencies in mentors to avoid causing harm related to a mentee’s
identity. Mentor relationships that do not include respect for mentee identity
correlate with depression, reduced psychological wellbeing, and lower academic
or professional performance (NASEM, 2019b). 
While undergraduate students benefit from positive mentorship interactions,
graduate students and postdoctoral researchers often have multiple mentors, each
serving a different function, such as research advisor, or career advisor. Gradu­
ate students and postdoctoral researchers may often feel dependent on a primary
research advisor for feedback on their research, funding, and connections to the
field.
Overall, the research on wellbeing and mental health for graduate students
remains limited in comparison to undergraduate students. As is true with the other
groups discussed in this chapter, graduate students are not a monolithic group,
and their identities also intersect with others in this chapter. Effective support for
graduate students would benefit from increased research and program evaluation.
See Chapter 6 on the Research Agenda for details on recommended research. 
Medical Students 
The medical profession has come under scrutiny for a work culture that is
exceedingly demanding and can push practitioners beyond their tolerance limits
and lead to “burnout” and a range of mental health issues. While this section
highlights the mental health issues of medical students, it is important to note
that other health professionals face similar challenges, and thus, the discussion
likely applies more broadly to these professions and the students studying in these
fields. Professional societies from the Association of American Medical Col­
leges (AAMC), the National Academy of Medicine, and the American Medical
Association have conducted research on the toll burnout can take on the medical
profession where approximately half of physicians report burnout symptoms:
“Burnout is a syndrome characterized by a high degree of emotional exhaustion
and depersonalization (i.e., cynicism), and a low sense of personal accomplish­
ment at work” (NASEM, 2019c). As a result of inconsistent definitions, the
overall body of research on burnout in academic medicine should be reviewed
with caution. 
Medical students and other health professionals have a distinct educational
trajectory and encounter significant stressors throughout their training. An in­
ternational meta-analysis found that the prevalence of self-reported depression
in medical students to be 27.2 percent, but only 15.7 percent of students with
positive screens for depression went on to seek mental health treatment (Iarovici
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and Alexander, 2018). Substance use by medical students and trainees has also
been documented at higher rates; data showed that 91.3 percent and 26.2 percent
of medical students consumed alcohol and used marijuana, respectively, and that
additional studies on patterns of substance use are needed to prevent substance
use disorders among medical students (Ayala et al., 2017). The gap between posi­
tive screens and the decision to pursue treatment has deeper implications—an
alarming increase in suicidal thoughts. One large meta-analysis found that over
10 percent of medical students have had suicidal thinking over the past 12 months 
(Iarovici and Alexander, 2018). Other studies have examined the prevalence of
mental health disorders among medical students (Guille et al., 2010; Rotenstein
et al., 2016; Sen et al., 2010). 
As with student-athletes and graduate students, students in most health care
professions operate in a highly competitive environment with demanding expecta­
tions on performance and hours dedicated to developing practice. The long hours
can lead to reduced sleep, limited physical activity, separation from important re­
lationships, strain on nutrition, and isolation from interaction outside of the cohort
and the training environment. The demands and expectations of medical school
and other health care training programs may leave students feeling that they do
not have time in their schedules to seek additional services. As mentioned previ­
ously, the drive for perfectionism can push students to internalize stress and feel
that revealing mental health challenges would make them less qualified for medi­
cal practice. Providing wellbeing programs that help individuals retain healthy
life habits, workshops that focus on reducing stigma around seeking mental
health services, and policies that protect students from overwork can provide stu­
dents with multiple levels to seek assistance. Additionally, there is some research
to support the idea that changes to curriculum and grading practices in medical
school may reduce stress (Bloodgood et al., 2009; Slavin et al., 2014; Slavin and
Chibnall, 2016; Slavin et al., 2014), for example, noted that “efficient changes
to course content, contact hours, scheduling, grading, electives, learning com­
munities, and required resilience/mindfulness experiences were associated with
significantly lower levels of depression symptoms, anxiety symptoms, and stress,
and significantly higher levels of community cohesion, in medical students.” 
Students in health care professions often operate in an environment separate
from the rest of a university’s main campus, so the health affairs campus has an
important leadership role in shaping education and work settings. The medical
education system particularly has strong roots in the apprenticeship model and has
been identified as more hierarchical. This can be characterized as a system where
trainees feel more responsible for following direction from their supervisors than
other disciplines, and the culture is less supportive of questions or pushing back
against figures of authority (Martinez et al., 2014). To understand the challenges
that clinicians in health care face, the National Academy of Medicine has created
a conceptual framework of factors that impact clinician wellbeing and resilience
across all health professions, specialties, settings, and career stages (see Figure 3-1).
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FIGURE 3-1 Factors affecting clinician wellbeing and resilience. 
Source: NASEM, 2019c. 
The full tool10 provides lists of components for each of the external and in­
ternal factors (the yellow and blue units on the outside of the model). Given that
the medical training environment has a history of hierarchy and dominance from
leadership, schools and departments that review and address wellbeing can help
shift the climate for medical students and trainees as well. 
Neurodiverse Students 
While some students with developmental disorders, such as autism spectrum
disorder (ASD) or cognitive and learning disabilities, may identify as students
with disability, there has been a movement toward thinking about these students
under the concept of neurodiversity. In the early 1990s, researchers coined the
term as part of a civil rights movement for individuals with neurologically based
disabilities (Armstrong, 2017). These investigators worked to shift the paradigm
10 The full tool is available online at https://nam.edu/clinicianwellbeing/resources/factors­
affecting-clinician-well-being-and-resilience-conceptual-model. 
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from a deficit-oriented model, which frames these individuals as operating with
an impaired sense of cognitive and emotional properties, to a strength-based
model where “neurological differences are to be recognized and respected as any
other human variation” (Masataka, 2018). While the movement originated with
ASD activism, the umbrella for neurodiversity has expanded to include learning
disabilities, ADD/ADHD, intellectual disability, and social and emotional disor­
ders (Armstrong, 2017). 
Developments in screening, treatment, and support for neurodiverse indi­
viduals in their childhood and adolescence has increased their ability to pre­
pare for the academic and psychosocial demands of higher education. Some
campuses have developed specific programs designed to support neurodiverse
students, including the College of William and Mary’s Neurodiversity Initiative
and the London School of Economics’ Dyslexia and Neurodiversity program
(Armstrong, 2017). For other colleges and universities, accommodations for stu­
dents with learning disabilities must comply with ADA (see Chapter 4 and the
section on Federal Regulations for Higher Education for more information on the 
Americans with Disabilities Act). Additional research on neurodiverse students
in higher education is needed to determine the efficacy of policies and practices
intended to support their wellbeing and academic achievement (see Chapter 6 on
the Research Agenda). 
Post-Traditional or Non-Traditional Students 
Colleges and universities were originally designed to educate white men
whose families could afford to support additional years of education in a residen­
tial setting. The legacy of these early undergraduates has persisted, living on in
the stereotype of a college student in their late teens to early twenties, often living
on or near campus. As noted in Chapter 2, there has been a growing number of
students who enroll in higher education as older adults or who return to campus to
seek additional credentials. The National Center for Education Statistics projected
that 38 percent of the almost 20 million students enrolled in institutions of higher
education would be 25 years and older—so-called post-traditional learners—in
2018 (Bruce-Sanford and Soares, 2019). 
For colleges and universities, many post-traditional students have a different
set of issues than first-time, full-time residential college student attending out of
the K-12 system. These individuals are more likely to have long-term partners or
spouses and other dependents, be employed full time, and be veterans (Iarovici,
2014). With these different life circumstances, post-traditional students are more
likely to have other responsibilities and seek support in other ways, such as need­
ing to find childcare and have flexible scheduling (Iarovici, 2014; McBride, 2019).
Post-traditional students may have schedules that limit their ability to attend
on-site wellbeing programs or to make appointments with counseling services.
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For some students, asynchronous resources or virtual services they can access
from home, might be more accessible, notably for students enrolled in online or
hybrid programs who do not regularly come to the physical campus. Providing
extended hours in evenings and weekends, additional locations, and connections
to community providers who may be closer to the student’s residence or employer
can help students with access as well. While not all post-traditional students at­
tend community college, it is more likely that community college students have
challenges accessing basic life needs such as housing, food, transportation, and
stable access to technology often considered essential to higher education, such as
computers and wi-fi. For students who are caregivers, these needs can compound
as they may serve as a primary provider. While these issues may be concentrated
at community colleges, they are not limited to them. Colleges and universities
that support students’ basic needs can mitigate some life stressors, and enhance
wellbeing for those students, and these services have been shown to correlate to
higher academic outcomes such as retention and completion.
Access to additional services and extended hours can make programs and
support more accessible to post-traditional students, but the research on the men­
tal health and wellbeing of these students remains limited (Cadigan et al., 2020;
Iarovici, 2014). Some research has focused on understanding the motivations for
post-traditional students, which can help staff and faculty set expectations and
work with students toward their goals. As many post-traditional students seek
education to advance their careers, their efforts and performance may look dif­
ferent than traditional students. Research has shown that older students may be
adversely affected by the emphasis on grades or other extrinsic factors. Better
outcomes for older students can be achieved by validating their academic perfor­
mance and autonomy and treating them as active partners in learning (Iarovici,
2014). 
For post-traditional students in academic programs with mostly traditional
students, there may be other ways to help students feel a sense of belonging.
Post-traditional students, who are more likely to have additional demands with
work and family, may not be able to attend office hours, group meetings, or access
programs and services. They may feel isolated from the other students because
of differences in life stage and have a reduced ability to develop bonds through
extracurricular and social activities. Given the additional demands associated
with the lives of post-traditional students and their presence in community col­
lege, centralized student counseling centers can provide greater ease of access
to students and can improve academic outcomes such as retention, transfer, and
graduation (Van Brunt and ACCA PAPA Committee, 2010). As noted in previous
sections, loneliness and isolation can make students of any age and life situation
feel less welcome, which can adversely affect an individual’s wellbeing (Iarovici,
2014). 
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Sexual and Gender Minorities 
Sexual and gender minority (SGM) is a term that has developed to encom­
pass the full range of identities related to sexual orientation and gender. The
National Institute of Health’s Sexual and Gender and Minority Research Office
defines SGM populations as including, but not limited to,
“…individuals who identify as lesbian, gay, bisexual, asexual, transgender,
two-spirit, queer, and/or intersex. Individuals with same-sex or -gender attrac­
tions or behaviors and those with a difference in sex development are included,
too. These populations also encompass those who do not self-identify with one
of these terms but whose sexual orientation, gender identity or expression, or
reproductive development is characterized by non-binary constructs of sexual
orientation, gender, and/or sex” (SGMRO, 2020). 
For the purposes of this report, SGM also encompasses identities that
have been considered under LGBTQIAP+, which include individuals who are
questioning, pansexual, or polyamorous. In the 2019 ACHA-NCHA fall survey,
17.9 percent of undergraduate and graduate students described their sexual
orientation in categories other than straight/heterosexual.11 For gender identity,
1.2 percent of students identified outside of the binary woman/female and man/ 
male categories, and 1.8 percent responded as transgendered. As with other
populations, students in this category are not monolithic and their identities
may shift during their time on campus. For some identities that may comprise
a small proportion of the total, recognition of their sexual and gender identities
is critical to recognize the full humanity of these students and combat stigma
associated with SGM identities. 
11 The other options available for students includes asexual (0.7 percent); bisexual (8.8 percent);
gay (2.0 percent); lesbian (1.3 percent); pansexual (1.6 percent); queer (1.2 percent); questioning (1.9
percent); and identity not listed above (0.4 percent). The total will not amount to 100 percent, as there
were also invalid responses and non-responses.
Note from the ACHA-NCHA survey on the use of sex and gender: Survey responses are reported
by sex based on the responses to questions 67A, 67B, and 67C. For the purpose of the ACHA-NCHA
report documents, respondents are reported as male or female only when their responses to these three 
questions are consistent with one another. If gender identity is consistent with sex at birth AND “no”
is selected for transgender, then respondents are designated as either male or female. If respondents
select “yes” for transgender OR their sex at birth is not consistent with their gender identity, then
they are designated as non-binary. A respondent that selects “intersex” for sex at birth, “no” for trans-
gender, and man or woman for gender identity are designated as male or female. A respondent that
selects “intersex” for sex at birth, “yes” for transgender, or selects a gender identity other than man or
woman are designated as non-binary. A respondent that skips any of the three questions is designated
as unknown. Only three of the four categories are displayed in this report. Respondents categorized as
non-binary are included in the Total column but are not presented in a separate column. When the total
of any given row is higher than the sum of the male, female, and unknown respondents, the difference
can be attributed to non-binary respondents that selected the response option presented in that row. 
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For many individuals, their time on campus may parallel a developmental
and life stage where they explore sexual and gender identity. Some students
may not have felt comfortable working through this aspect of their selves if they
lived in a hostile community, while other students may not have developed or
recognized a desire to investigate until they arrive at their college or university.
Peer support groups that focus on SGM issues can help students who are in the
process of exploring their identity, experiencing challenges in close relationships,
or validating their identity. Other efforts through residential life and student
services that recognize SGM students, provide guidance and training for friends
and allies, and offer informal ways to seek help for students in distress or facing
harassment based on their SGM identity can help reduce bias and make students
feel more welcome. 
Wellbeing and mental health support for SGM students should incorporate
inclusive methods that recognize the legacy of harm embedded in the history
of U.S. laws, medicine, and society. For SGM individuals who choose to enter
therapy, other fears may arise such as a concern about information being discov­
ered outside of the sessions, hospitalization, limited resources for those with a
SGM identity, and lack of health professionals with experience in working with
issues common in the SGM community (Shah, Eshel, and McGlynn, 2018). For
colleges and universities seeking to support students, having health professionals
who practice inclusive approaches that make strong efforts to normalize minor­
ity gender identities and sexualities and who become well versed in the nuances
of the SGM culture and vernacular can limit the impact of anti-SGM stigma on
mental health (Shah, Eshel, and McGlynn, 2018). 
Currently, there is limited research regarding approaches that are effective
in supporting SGM students.12 As the research base continues to grow, there
are ways that health professionals, as well as staff, faculty, students, and others
on campus, can develop inclusive practices. One example is the use of gender
expansive language that goes beyond the gender binary of she/hers and he/his to
include the singular they/their or the use of the honorific to “Mx.” Affirming stu­
dents’ gender through pronouns without qualification (e.g., “preferred pronouns”) 
is described by the Human Rights Campaign as a way to support others (HRCF,
2018). Introductions in settings across campus, notably those led by individuals
in a position of authority (e.g., faculty, staff, administrators, and student leaders)
that include the option to include pronouns can normalize non-binary pronoun
12 The Committee on Population of the National Academies of Sciences, Engineering, and Medi­
cine will undertake a consensus study that will review the available data and future research needs
on persons of diverse sexualities and genders (e.g., Lesbian, Gay, Bisexual, Transgender, Queer/ 
Questioning, Plus/LGBTQ+ and Men who have Sex with Men/MSM). It will also include persons
with differences in sex development (sometimes known as intersex), along multiple intersecting di­
mensions across the life course. The report is due for release in late 2020 or early 2021.
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use and allow students to share that identity with others.13 This may be repeated
over time with new individuals and to allow students to express updated pronouns 
if they have changes. 
Within the student population with SGM identities, colleges and universities
may seek additional guidance related to appropriate treatment of transgender
individuals. In comparison to cisgender peers, transgender youth aged 12-18
years report higher rates of experiences associated with negative health outcomes
including “violence, victimization, substance use, and suicide risk, and, although
more likely to report some sexual risk behaviors, were also more likely to be
tested for human immunodeficiency virus (HIV) infection” (Johns et al., 2019).
Wellbeing services and counselors can develop an awareness of these issues as a
context for the fears transgender and transitioning students may express. Mental
health services can also support transgender and students in transition by having
a working knowledge of the campus resources and even administrative processes
such as the ability to change names and pronouns in university systems and serve
as a “guide [in the] gender exploration process or to obtain a support letter for
therapy with hormones or surgery; or for reasons completely unrelated to gender,
such as relationship issues or anxiety” (Khan and Hansen, 2018). 
Transgender students and students who do not identify along the female/ 
male binary face harm when forced to reply to government surveys, school pa­
perwork, and other indices that do not list their identity as an option. Additionally,
transgender students who have transitioned and have chosen a new name face
the risk of being “deadnamed,” the use of their birth or given name, in medical
or administrative settings if they have not had a legal name change. The Human
Rights Campaign 2018 Youth Report describes better outcomes for students, such
as decreased instances of anxiety and depression, when they feel supported by
their environment (HRCF, 2018). For example, providing administrative options
to allow students to list their names and pronouns, even if a legal name and sex
assigned at birth are also required, can affirm student identities, provide faculty
and staff with accurate information about the student, and reduce harm. 
Student Survivors of Trauma 
Consistent with national data in the general population, the student body of
most every college and university is likely to include individuals who arrive to
campus with a history of trauma (Arnekrans et al., 2018; Davidson, 2017). One
important metric of trauma and adversity is the landmark public health study on
Adverse Childhood Experiences (ACE), which includes experiences of individu­
als from birth to 18 years old of abuse and neglect of all kinds as well as parental
mental illness, substance use, divorce, incarceration, and domestic violence,
13 The option to share pronouns gives students the opportunity to opt-out if they do not feel comfort­
able sharing. Mandatory sharing can cause students who are exploring gender pronoun use distress.
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showing lifelong impacts on physical development, mental health, and risk tak­
ing (Felitti et al., 1998).14 In 2016, 34 million children under 18, or nearly 50
percent of all U.S. children, experienced one ACE and greater than 20 percent
had experienced two or more (CAMHI, 2018). While there is more research on
trauma-informed educational approaches for children under 18 and for the K-12
system, there has been increasing attention to understanding trauma’s impact on
postsecondary learners and creating strategies for the higher education setting
(Plimb, Bush, and Kersevich, 2016). Because of cognitive, self-regulatory, and in­
terpersonal challenges that often result from histories of trauma, research increas­
ingly indicates a correlation between ACE or trauma and lowered educational
attainment (Metzler et al., 2017). Existing research regarding the link between
developmental trauma and academic resilience, persistence, and completion in
college students indicates that the dynamics between trauma and academic out­
comes are complex, not well understood, and in need of further research (Anders,
Frasier, and Shallcross, 2012; Arnekrans et al., 2018; Baker et al., 2016; Duncan,
2000; Hardner, Wolf, and Rinfrette, 2018; Hinojosa et al., 2019; Metzler et al.,
2017; Read et al., 2012).
Certain student groups have a greater likelihood of exposure to trauma,
including women, individuals from the SGM community, students with disabilities,
and students who are BIPOC (Anders, Frasier, and Shallcross, 2012; Austin,
Herrick, and Proescholdbell, 2015; Edman, Watson, and Patron, 2016; Read et al.,
2011; Slopen et al., 2016). In addition, whether they have experienced previous
trauma or not, students may encounter traumatic events during their time as a
student. Research on exposure to a potentially traumatizing event (PTE) during
higher education remains limited. There are also time periods that correlate with
higher rates of PTE exposure, with up to 50 percent of college students reporting
a PTE in their first year (Davidson, 2017). 
Sexual harassment and assault constitute a specific form of trauma that has
received increased attention in past years. The 2018 National Academies report
Sexual Harassment of Women: Climate, Culture, and Consequences in Academic
Sciences, Engineering, and Medicine (NASEM, 2018b) states the prevalence of
sexual harassment as a key finding.15 Not only is sexual harassment a common
event, it is also one that those who have been sexually harassed tend to experience
14 The National Survey of Children’s Health ACE’s 2016 assessed exposure to the following nine
experiences: (1) Somewhat often/very often hard to get by on income; (2) Parent/guardian divorced
or separated; (3) Parent/guardian died; (4) Parent/guardian served time in jail; (5) Saw or heard
violence in the home; (6) Victim/witness of neighborhood violence; (7) Lived with anyone mentally
ill, suicidal, or depressed; (8) Lived with anyone with alcohol or drug problem; and (9) Often treated
or judged unfairly due to race/ethnicity (CAMHI, 2018). See: https://www.cahmi.org/wp-content/ 
uploads/2018/05/aces_fact_sheet.pdf.
15 While sexual harassment is experienced by people of all genders, the scope of this report focused
on the sexual harassment of women specifically. While this report focused primarily on sciences, en­
gineering, and medicine, it referenced data and research from other areas. Unlike this report, Sexual
Harassment of Women looked at women at all roles in academia, not students specifically.
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more than once. In a 2016 study of female graduate students that self-reported expe­
riencing sexually harassing behavior, only one-third reported that they experienced
a single incident. For women who are BIPOC and SGM women, the report notes
that issues of sexual- and gender-based harassment intersect with other biases that
stem from their race, ethnicity, and other identities and that sexual harassment is ex­
perienced differently (NASEM, 2018b). While the report does not specify research
on the experience of SGM students, a study of employees in higher education found
that SGM individuals of all genders reported higher rates of gender harassment (73
percent) and sexual harassment (40 percent) compared to heterosexual peers (30
percent and 15.5 percent, respectively) (NASEM, 2018b). 
The report also includes data on the perpetrators of sexual harassment, which 
can provide additional information to guide prevention, as well as information
of the impact of sexual harassment on the broader community. The report notes
that while people of all genders experience sexual harassment, the predominant
harassers are male, with 86 percent of female graduate students who experience
sexual harassment from faculty or staff reporting that the harasser was male.
Men are also more likely to be the perpetrators of sexually harassing behavior of
other men (NASEM, 2018b). Sexual harassment does not only harm those who
are targeted, as workplace research indicates that indirect exposure or the per­
ceived level of sexual harassment in a workgroup also leads to similar negative
issues as those suffered by individuals with direct experience. The presence of
sexual harassment can cause trauma, create an environment that does not support
wellbeing, and make individuals feel unwelcomed and more likely to leave that
environment. As colleges and universities think about ways to ensure safety and
wellbeing, the prevention of sexual harassment and the creation of an account­
able, transparent system for addressing harassment cases can aid in those efforts.
Traumatic experiences, regardless of when they occurred, can have lifelong
impacts on students. ACHA (2016) states that trauma-informed approaches “em­
phasize physical, psychological, and emotional safety for both providers and
victims/survivors, which allows victims/survivors to rebuild a sense of safety,
control, and empowerment.” As campuses build trauma-informed services or
adopt trauma-informed practices, it is important to remember how students might
encounter different kinds of trauma. In addition to the groups previously men­
tioned as having a higher likelihood of trauma exposure, international students,
students without documentation, and veterans may have exposure to distinct types
of trauma based on their background. Colleges and universities can expand the
use of a trauma-informed lens beyond programs and services for students, with
trauma-informed approaches involving vigilance in anticipating and avoiding
institutional practices and processes that are likely to re-traumatize individuals.
Trauma-informed approaches allow services to be delivered in a way that facili­
tates the victim’s/survivor’s participation (ACHA, 2016).
The Department of Health and Human Services (2014) identified trauma-
informed principles, including safety; trustworthiness and transparency; peer
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support; collaboration and mutuality; empowerment; and cultural, historical, and
gender issues.
Student Military Service Members and Veterans 
Since World War II, many veterans of the U.S. armed forces have pursued
higher education after the conclusion of their service. According to the Student
Veteran Association, over a million veterans have returned home since 2008 to
pursue a postsecondary degree or certificate using Veterans Affairs education
benefits (SVA, 2020). The student veteran population is distinct from the general
population: those who served in the armed services tend to be predominately
male, entered the military after high school, and are more likely to be from rural
communities or the southern United States (Lauff, Chen, and Morgan, 2018).
In terms of race and ethnicity, the representation of white and Black groups ap­
proximates their presence in the general population, while Asians are underrep­
resented, and Native Hawaiian and Pacific Islanders are overrepresented (Lauff,
Chen, and Morgan, 2018). The distinctions for student service members and
veterans (SSM/V) goes beyond demographic information as well in that they
are adult learners who often have social, cognitive, physical, and psychological
readjustment challenges when transitioning to college environments. In addition,
SSM/V students can encounter unique informational and bureaucratic hurdles
related to reenrolling and supporting their postsecondary education (Aikins et
al., 2015). 
SSM/Vs, who are likely to attend postsecondary education after service, ex­
perience many of the challenges that post-traditional and non-traditional students
experience. They may feel more isolation and distance from the other students,
who are likely younger, and SSM/Vs may find a challenge in adjusting to the
relatively loose schedule on campus compared to the structured life in the mili­
tary (Aikins et al., 2015). While many colleges and universities provide specific
resources for veterans to navigate the academic, financial, and health and wellbe­
ing services on campus, the support provided varies considerably from campus to
campus. One survey found that 57 percent of 723 institutions of higher education
provide programs and services specifically designed for service members, with a
greater percentage of public four- and two-year colleges having veteran-specific
programs than private institutions (Aikins et al., 2015). As SSM/Vs have a num­
ber of identities and may seek support through a number of campus services,
online directories and resources that inform students, as well as faculty and staff
who may be asked for guidance, of which services are available and where can
help students navigate the full range of available support. 
In addition to the challenges many veterans face in navigating higher educa­
tion, there are also specific health issues, such as auditory problems, post-trau­
matic stress disorder (PTSD), and traumatic brain injury (TBI), that have a higher
occurrence in veterans and can affect their ability to learn. These conditions,
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particularly when co-occurring with mental health problems, can seriously impair 
social and occupational functioning, including academic performance (Kuhn and
McCaslin, 2018). 
The impact on cognitive function and the development of learning disabilities
can make SSM/Vs eligible for additional accommodations under ADA. These
issues may also arise related to concussions and TBI. Of groups in higher educa­
tion, SSM/Vs and student-athletes have the greatest likelihood of experiencing
a TBI, most frequently a mild TBI in the form of a concussion. While there
are the immediate cognitive effects of a concussion, there are also associations
with repetitive injury—slower recovery and chronically-elevated post-concussive
symptoms—and there are concerns that repetitive head injuries “may be associ­
ated with an increased risk of chronic neurologic, neuropsychiatric, and neurobe­
havioral problems, including the possibility of chronic traumatic encephalopathy”
(Broglio et al., 2017). General population research has also yielded preliminary
connections between repetitive injury and the development of mental health is­
sues, including PTSD (Howlett and Stein, 2016). 
More research specific to SSM/Vs (and college athletes) would provide ad­
ditional guidance to colleges and universities regarding prevention, recognition,
treatment, and long-term rehabilitations. Governing bodies, such as the branches
of the military and the NCAA, can also use available evidence and research to
shift policies to protect SSM/Vs and student-athletes. As individuals and their
physicians assess cognitive capacity after a head injury, guidance about accom­
modations for cognitive impairment and learning disabilities can give students
the additional support needed to complete coursework as well as additional men­
tal health treatment and counseling to help with recovery. Offices that provide
specific support to veterans and athletes may create resources specifically for
students recovering from head injuries and those continuing to manage cognitive
symptoms. 
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Clinical Mental Health and Substance Use
 
Services for Students in Higher Education
 
Many colleges and universities provide services to students in a clinical
setting in addition to programs focusing on general student wellbeing. These
services may include general health, as well as those for students experiencing
mental health and substance use problems. However, there is considerable varia­
tion in the scope of services, the level of education and professional licensure of
the clinical staff, the availability of clinical providers, and the training that the
providers have received to work with specific populations of students. Because
use of mental health services is to be held confidential by a range of state and
federal laws (e.g., the Health Insurance Portability and Accountability Act), it can
be challenging for institutions to balance collaborating services across the whole
student while also respecting a student’s state/federal right to privacy.
In general, on-campus treatment centers and their staff are uniquely posi­
tioned, trained, and professionally focused to effectively navigate this important
balancing act (e.g., working with residence life and student conduct units to
proactively manage a perceived behavioral threat with mental health concerns).
Depending on the size and financial resources of a campus, connections to inde­
pendent, off-campus providers may also be an important part of the network of
care for student mental health. Challenges exist, however, with referrals to private 
off-campus providers. In general, they are explicitly focused on the treatment of
the individual and have considerably less training and dedicated time to overcome
legal privacy concerns in order to coordinate with multiple on-campus offices.
Other challenges can include distance from campus and students’ lack of trans­
portation; difficulty navigating private health insurance systems; limited coverage 
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96 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
for mental health on many insurance plans; students’ lack of health insurance
generally; costs of coverage and copays; and lack of community providers or
limited providers that support college students. For students able to navigate and
access mental health care in the community, issues may also arise in terms of re­
leasing information from campus providers, receipt of records back to the college
or university system (such as for accommodations for learning disabilities), and
continuity of care if the student leaves for vacations, field work, an internship, or
another off-campus experience. 
Student access to these services differs as well. The students who use these
services range from those with preexisting conditions looking for support and
management to students developing issues during their enrollment. There may be
limitations for students in terms of availability of services (how many sessions are
provided or how quickly students can be seen), times when services can be ac­
cessed, and concern about cost (even if the services are covered by student fees).
Stigma may also inhibit student use of needed services. While some students may
feel willing to attend a student seminar focused on wellbeing with peers or to
join a department workshop focused on building a work/life balance, the stigma
around mental health and substance use may also be a barrier to seeking needed
services. In addition, some clinical services may require referrals for access to
a psychiatrist, be required to do additional intake forms, or go on a waiting list. 
This chapter discusses some of the ways in which colleges and universities
are providing mental health and substance use services, beyond the wellness pro­
grams addressed in Chapter 3. It also describes the various policies that govern
how higher education provides services, such as mandated alcohol and substance
use education. 
THE HISTORICAL AND POLICY CONTEXT FOR MENTAL HEALTH
AND SUBSTANCE USE SERVICES IN HIGHER EDUCATION 
The history of student health care on campuses began at Amherst College in
1861, although mental health services were not offered until the establishment of
a practice at Princeton University in 1910 (Kraft, 2011). Though the American
Student Health Association included “mental hygiene” as a priority in 1920, it
was not until 1957 that the American College Health Association formed a section
for mental health professionals and for mental health and counseling services to
become a more standard feature on campuses (Kraft, 2011). Until the 1960s, U.S.
colleges and universities operated in loco parentis, meaning they had the author­
ity and responsibility to oversee students’ personal lives and individual actions
without due process (Lee, 2011). 
After World War II and the increase of veterans using G.I. Bill benefits to
pursue higher education, college and university enrollments increased alongside
 
            
 
 
 
 
  
 
 
 
 
  
     
    
        
   
    
   
 
 
 
  
 
  
 
 
 
 
 
 
       
  
               
 
 
    
 
  
97 CLINICAL MENTAL HEALTH AND SUBSTANCE USE SERVICES 
the demand for mental health professionals (Kraft, 2011).1 At this time, mental
health services were divided between psychiatric consultation and student health
in one unit and counseling centers in another. While funding for counseling cen­
ters originally came from general institutional revenue, restructuring occurred
when colleges and universities began to charge separate fees to cover health
services.2 As campuses looked to streamline counseling services and shift costs
for mental health counseling to student health fees and/or separate health insur­
ance coverage, many schools merged counseling services with psychiatric and
mental health services. As Kraft (2011) notes “the multidisciplinary mental health
service became the norm on campuses rather than the exception.” In 1950, the
Association of University and College Counseling Center Directors (AUCCCD)
was founded to create a community of mental health leaders in higher educa­
tion. Today, AUCCCD represents nearly 1,000 college and university counsel­
ing centers. The American College Counseling Association (ACCA), American
Psychological Association, and American College Health Association also have
sections and program devoted to student mental health.
Federal Regulations for Higher Education 
Americans with Disabilities Act
In 1990, Congress passed the Americans with Disabilities Act (ADA) to
protect the civil rights of individuals with disabilities related to employment,
public services, and places of public use. Similar to laws passed to protect indi­
viduals from discrimination based on race, religion, sex, and national origin, the
ADA’s goal is to “assure equal opportunity, full participation, independent living,
and economic self-sufficiency for Americans with Disabilities” (ADA National
Network, 2020). 
The ADA includes provisions for access and participation in postsecondary
education. U.S. legislation has included policies regarding support to transition
from K-12 to higher education; efforts by disability services offices at universities
to improve student access; principles of universal design and accommodations
to ensure accessibility; and a growing emphasis on the use of technology and
diversity within the student population (ADA National Network, 2020). For a
student to receive protection under the ADA, they must have a “physical or men­
tal impairment that substantially limits one or more major life activities” (e.g.,
1 The G.I. Bill did not make college more accessible for all veterans: “While the introduction of
generous student aid through the G.I. Bill held the promise of significantly reducing black-white gaps
in educational opportunity and long-run economic outcomes, the G.I. Bill exacerbated rather than
narrowed the economic and educational differences between blacks and whites among men from the
South” (Turner and Bound, 2003). 
2 Information about current funding models and related challenges appear in Chapter 5 in the sec­
tion Insufficient Funding. 
  
 
 
      
 
  
 
 
 
             
 
 
 
 
 
 
   
       
  
  
 
 
 
     
      
           
 
 
 
        
       
 
           
  
 
98 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
learning, caring for oneself, walking, seeing, hearing, speaking, and working);
have a record of having had this type of impairment; and be regarded as having
this type of impairment (Jed Foundation, 2008). 
On campus, colleges and universities must ensure that faculty, other instruc­
tors (including graduate students and postdoctoral researchers), and staff comply
with the ADA in educational settings, including extracurricular activities, by
extending the time for test taking or completing course work; by substituting
specific courses to meet degree requirements; and by modifying test taking or
performance evaluations so as not to discriminate against a person’s sensory,
speaking, or motor impairments, unless that is what is being tested. Accommoda­
tions can also include providing auxiliary aids and services such as qualified sign
language interpreters, note takers, and readers, as well as adaptive equipment and
braille, large print, and electronic formats of print materials (American Psycho­
logical Association, 2020). 
Students with disorders that impact their cognitive and emotional functions,
such as attention deficit disorder and attention deficit and hyperactivity disorder
(ADD/ADHD) and autism spectrum disorder can receive protection under the
ADA, too (see the section on Neurodiverse Students in Chapter 3). Students who
are pregnant or have pregnancy-related health issues may also seek accommoda­
tions through the ADA. 
Drug-Free Schools and Communities Acts and
Campus Recovery Programs 
In 1989, under the Drug-Free Schools and Communities Act, legislators
amended the Higher Education Act by requiring colleges and universities to “in­
vest considerable energy in implementing substance abuse prevention programs,
distributing written policies, and evaluating program outcomes” (Custer and Kent,
2019). Prevention programs must meet a number of minimum federal standards
for employees and students regarding unlawful possession; description of laws
regarding possession and distribution at the local, state, and federal level; descrip­
tion of health risks associated with substance use disorders; support, treatment,
and recovery programs made available; and a clear statement about disciplinary
actions used against those who violate policy (DeRicco, 2006). Colleges and
universities may be subject to additional state and local regulations. 
Family Educational Rights and Privacy Act of 1974 
The Family Educational Rights and Privacy Act (FERPA) established in 1974
to protect student educational records, applies to all schools receiving funds from
the Department of Education (ED, 2020). Without a waiver, FERPA precludes
colleges and universities from sharing academic records except in limited cir­
cumstances, such as when there is an urgent need to protect the health and safety
 
 
 
 
   
 
       
 
  
  
 
 
 
 
           
       
    
     
 
 
   
              
   
 
             
 
 
 
 
 
 
 
 
 
99 CLINICAL MENTAL HEALTH AND SUBSTANCE USE SERVICES 
of a student or another person on campus. In the event that an individual poses
a risk to themselves or others, university officials are permitted but not required
to inform appropriate individuals (HHS and ED, 2019). (See discussion of the
Health Insurance Portability and Accountability Act of 1996 [HIPAA] below for
additional information.) 
Health Insurance Portability and Accountability Act of 1996 
HIPAA ensures the privacy of medical records for all individuals, and it has
specific implications for students. The act protects an individual’s medical records
by limiting electronic access to the records to health care service providers. This
means that families of students cannot access their health care records without a re­
lease of information signed by the student. It also means that student mental health
records (included health care and counseling) cannot be transferred electronically to
others at the college or university without a signed release of information, except to
a very limited set of university personnel such as police or physicians in situations
where there is a risk of imminent harm (HHS and ED, 2019). 
Federal Funding for Mental Health, Substance Use,
and Wellbeing Research and Programs 
The Garrett Lee Smith Memorial Act 
In addition to funding from sources within the college or university, there
have been some federal programs that have sought to intervene in college mental
health (see Box 4-1). The Garrett Lee Smith Memorial Act (GLSMA, 2004)
was signed into law in October 2004 and with an original authorization for $82
million in grants related to suicide prevention to be administered by the Sub­
stance Abuse and Mental Health Services Administration (SAMHSA). GLSMA
provided federal funding for the first time to states, tribes, and colleges to imple­
ment community-based suicide prevention programs for youth and young adults
(Godoy Garraza et al., 2018). As of 2020, GLSMA had supported 243 total
State tribal grants in 50 states and the District of Columbia, 67 tribes or tribal
organizations, and 309 grants to 269 institutions of higher education. Institu­
tions of higher education have used GLSMA funds to develop comprehensive,
collaborative, well-coordinated, and evidence-based approaches to (1) enhance
mental health services for all college students, including those at risk for suicide,
depression, serious mental illness (SMI)/serious emotional disturbances (SED),
and/or substance use disorders that can lead to school failure; (2) prevent mental
and substance use disorders; (3) promote help-seeking behavior and reduce nega­
tive public attitudes; and (4) improve the identification and treatment of at-risk
college students so they can successfully complete their studies. It is expected that
this program will reduce the adverse consequences of SMI/SED and substance
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use disorders, including suicidal behavior, substance-related injuries, and school
failure (SAMHSA FOA SM18-003). 
While students have been the primary audience for Campus GLSMA-funded
efforts, gatekeeper training,3 intended to provide suicide prevention and aware­
ness to a broader audience, reached other groups including college faculty, col­
lege counseling and health center staff, residential life staff, campus security,
parents and guardians, and primary care staff (Godoy Garraza et al., 2018).
Figure 4-1 shows various suicide prevention strategies employed by GLSMA 
grantees, from outreach and awareness training to traditional healing practices.
Data are available at the category level for state, tribal, and campus grantees in
cohorts 1-12. Data collection at the strategy level began in 2010; therefore, data
are available at the strategy level for state and tribal grantees in cohorts 4-12 and
campus grantees in cohorts 3-12. Table 4-1 provides details on grantee participa­
tion by level of intervention. 
FIGURE 4-1 Grantees’ utilization of various suicide prevention intervention categories.
Source: SAMHSA. Prevention Strategies Inventory, June 2019, State/tribal cohorts 1-12,
campus cohorts 1-12. 
3 Chapter 5 includes a more detailed discussion of gatekeeper training programs. 
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TABLE 4-1 Grantee Participation in Prevention Strategies Inventory 
Level of Data State Grantees Tribal Grantees Campus Grantees 
Category 124 of 124 73 of 75 266 of 266 
Strategy 93 of 93 66 of 68 211 of 211 
Source: SAMHSA.
BOX 4-1
 
Federal Funding Agencies and Mental Health,

Substance Use, and Wellbeing
 
Several agencies in the U.S. federal government oversee funding for research
and programs related to mental health, substance use, and wellbeing. Funding for
colleges and universities may exist in broader programs for adolescents, young
adults, or adults broadly. The federal government also collects data on health
behaviors, which also can include college students; however, the data do not
necessarily separate enrolled students from their age-matched peers. 
National Institute on Alcohol Abuse and Alcoholism (NIAAA): NIAAA was
founded in 1974, and it supports and conducts research on the impact of alcohol
use on human health and wellbeing. It is the largest funder of alcohol research in
the world, with a budget of $545.4 million in FY 2020. The agency does not fund
direct services (https://www.niaaa.nih.gov). 
National Institute for Drug Abuse (NIDA): NIDA was founded in 1974, and its
mission is to advance science on the causes and consequences of drug use and
addiction and to apply that knowledge to improve individual and public health.
In this regard, NIDA addresses the most fundamental and essential questions
about drug use—from detecting and responding to emerging drug use trends and
understanding how drugs work in the brain and body, to developing and testing
new approaches to treatment and prevention. NIDA had a budget of $1.42 billion
in FY 2020. NIDA does not fund direct services (https://www.drugabuse.gov). 
National Institute of Mental Health (NIMH): NIMH was founded in 1949, and
its mission is to transform the understanding and treatment of mental illnesses
through basic and clinical research, paving the way for prevention, recovery,
and cure. NIMH had a budget of $1.86 billion in FY 2020. It does not fund direct
services (https://www.nimh.nih.gov). 
Substance Abuse and Mental Health Services Administration (SAMHSA):
SAMHSA was founded in 1992, and it is the agency within the Department of
Health and Human Services that leads public health efforts to advance the behav-
ioral health of the nation. SAMHSA’s mission is to reduce the impact of substance
abuse and mental illness on America’s communities. SAMHSA had a budget of
$5.74 billion in FY 2020. It does operate grant programs to organizations that
provide direct services (https://www.samhsa.gov). 
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GLSMA grants require an evaluation plan, but the purpose of these grants is
to fund programs and non-clinical services, not research. In terms of evaluating
the funding program, the variety in program structure and data collection makes
research challenging (Godoy Garraza et al., 2018). Nonetheless, some evalua­
tions have provided insights into the context-specific needs of suicide prevention
programs and site readiness for programs. Across sites, students who are suicidal
often drop out of treatment, and there is a need for additional research4 on how
to engage at-risk students for treatment and lower barriers to receiving services
(Godoy Garraza et al., 2018). 
Over the past 15 years, GLSMA has focused most of its funding on sup­
porting interventions to increase help-seeking by students or increase the com­
munity’s ability to successfully identify and refer students in need. These themes
are consistent with the original suicide prevention focus of the bill. However,
because these interventions are designed to increase the number of students
seeking mental health services (and thus preventing suicide), it is possible that
some of the increase in demand for services being observed nationally is a result
of interventions such as this. Future funding decisions will need to proactively
align intervention efforts with growing clinical capacity to receive students who
are identified and referred for help.
MENTAL HEALTH AND SUBSTANCE USE SERVICES AND STAFF 
The range of clinical services that college and university centers provide
varies substantially. For example, evidence-based treatments such as psycho­
therapy may not be available everywhere (IOM, 2015). According to ACCA,
the majority of support takes the form of one-on-one therapy sessions, group
counseling, testing and assessment, and emergency services (College Counsel­
ing Knowledge-Base: Comprehensive Database of College Counseling Re­
search Publications in the College Counseling, Counseling Psychology, College
Health, College Student Development and Professional Counseling Literatures
1998-2017) (see Chapter 3 for more information on general, non-clinical pro­
grams and services). Students who can benefit from short-term therapy might
meet regularly with a therapist at the campus counseling center. For those stu­
dents in need of long-term therapy or who have mental health issues beyond the
scope of what the campus counseling staff can offer, a center can make referrals
to local providers; however, issues related to off-campus providers can limit the
degree to which students can access services (Brown, 2020). (Please see below
for a section on Referrals to External and Community Providers and Chapter 5
for more information on referrals.) 
The Association of University and College Counseling Center Directors’
2019 survey of 562 university and college counseling center directors found
4 Chapter 6 lays out a proposed research agenda. 
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that “37.2 percent of counseling centers used a version of stepped care, offering
a campus-wide menu of service options ranging from no care at all to weekly
therapy at the counseling center. Depending on the center, options may include
appropriate forms of self-help, wellness coaching, support groups, mindfulness
classes, appropriate apps and online resources, etc.” (LeViness et al., 2019). In
addition, 46.6 percent of counseling center directors reported that psychiatric ser­
vices are offered on their campus, and 57 percent of directors whose centers have
psychiatric services reported that they need more hours of psychiatric services
than they currently have to meet student needs (LeViness et al., 2019). 
While the overall model may be similar, the range of services, hours and
locations, and the number and expertise of staff available at a given institution
can vary considerably. The staffing model at an institution’s counseling center
may include but is not limited to psychiatrists, counselors, other therapists, case
workers, campus outreach coordinators, training directors, liaisons to community
providers, group programming coordinators, student advisors, and graduate stu­
dents in psychology, psychiatry, and social work. Staffing for centers continues
to grow; the AUCCCD survey found that 43.9 percent of centers added staff posi­
tions between 2018 and 2019, while only 5.1 percent lost staff positions during
the same time period.
Community colleges do not necessarily follow the same trends and may face
a different set of expectations, as 96 percent of counselors in community colleges
have other duties such as academic advising, career counseling, and other admin­
istrative duties (IACS, 2019). State licensing bodies for psychology, counseling,
and social work may vary as well.
Community colleges may not have the same ability to dedicate funding to
support mental health services and staff as more well-funded institutions, as they
are less likely to have financial support from states and lack the security of the en­
dowment funds that have safeguarded wealthy institutions. Community colleges
tend to serve students from lower socio-economic backgrounds and have fewer
options for recourse in terms of raising funds. In particular, these colleges may
have dual-role counselors tasked with providing academic advising and general
counseling to the student (Eisenberg et al., 2016). In a 2017 survey of community
colleges in 30 states concerning dual-role staff, 51 percent of these staff provide
academic advising (in addition to mental health counseling), and 73 percent
provide mental health counseling in the same office where other student services
are provided (Edwards and Lenhart, 2017). Some 66 percent of counseling center
directors reported providing psychiatric services, and 56 percent of these directors
report needing more hours of psychiatric services to meet the student need (IACS,
2019; LeViness et al., 2019) 
Historically Black Colleges and Universities (HBCUs) and Tribal Colleges
and Universities (TCUs) face similar challenges in terms of receiving less finan­
cial support from states. HBCUs and TCUs, along with community colleges,
provide education to a broader group of students, have lower tuition and fees,
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provide more flexibility and accommodations for working students, and services
that provide an environment inclusive to Black and Indigenous students. 
Similarly, several HBCUs and TCUs and other colleges and universities have
a limited ability to provide psychiatric services to students. Some of the impedi­
ments are financial, such as lack of funding for a full-time position and only being
able to offer limited hours and a part-time position, while others might be related
to the more widespread paucity of psychiatrists in the community. In terms of
access, the result is that students who need psychiatric evaluations, treatment, and 
oversight to manage medical approaches often do not have access on campus and
given the general shortage of psychiatrists in the nation, may not have access to
a community provider either (Pedrelli et al., 2015). Of the universities that can
afford to have an on-campus psychiatrist, many have only one—and time con­
straints often limit their role to medication evaluation and management and crisis
evaluation (Iarovici, 2014). Of the centers that offer psychiatric services, 56.3
percent reported that there is more demand than their current level of services
can address. For students who require medications as a part of their treatment,
challenges may arise identifying a psychiatrist on campus or in the community.
Just as in the community, colleges and universities rely increasingly on primary
care providers to step in and provide pharmacological treatments to students with
mental health issues. 
One limiting factor for staffing of campus counseling centers is compensa­
tion. Compensation in higher education positions tends to be lower than in other
sectors, which often means that qualified applicants have the option of leaving for 
higher-paying positions elsewhere (LeViness et al., 2019). Other factors making
it difficult to staff centers include burnout resulting from high caseloads and lack
of flexibility in determining schedules as compared with private practice settings
(Kafka, 2019). 
Referrals to External and Community Providers 
Depending on the scope of care and available services at a college or uni­
versity mental health center, campuses may provide students with off-campus
referrals. Centers may offer students information about community clinics, local
hospitals, or formal or informal referral channels to private providers. However,
the shift from a college counseling center to an external provider can present
challenges for exchange of records, finding a provider, scheduling, insurance
coverage and cost, transportation, and student comfort (King Lyn, 2015). In terms 
of student comfort, individuals with some historically excluded identities may
feel comfortable seeking services on a campus if they feel a sense of belonging;
however, depending on the surrounding region, some students may not be as will­
ing to leave campus. Even for community colleges students who may not have
the same connection to a physical campus, these institutions are more likely to
serve students who have had less access to mental health resources and may seek
 
  
 
             
 
       
 
  
 
 
 
 
 
 
      
 
 
 
  
 
 
 
   
 
 
 
 
 
 
     
        
     
 
 
 
 
105 CLINICAL MENTAL HEALTH AND SUBSTANCE USE SERVICES 
support from a place they are already know and trust. This may include students
who are BIPOC in predominantly white areas or SGM students in states that have
been hostile to people with their identities. The awareness that some communities 
may not feel welcoming or inclusive can help staff at some centers understand
why students may not wish to seek off-campus services and work with students
to update their centers’ resources and guidance accordingly. 
There is also great variability in the availability of appropriate service pro­
viders in the communities surrounding institutions of higher education (King
Lyn, 2015). To ease the process referring students, college and university mental
health staff may build connections to local providers, refer students to practices
where there are existing connections, and provide students with information about
two-way communication that can occur between the campus center and external
provider with a release of information. Other ways to support the process may
include information about how to look for providers based on insurance; how
to understand co-pays, costs, and providers with sliding scales; providers that
offer extended hours, speak other languages, or have specialties related to spe­
cific identities or health issues; and ways to address frequently asked questions
or misconceptions related to off-site care. Some colleges and universities have
begun hiring case workers and other staff positions to help students navigate and
manage off-campus services. 
Additional challenges with off-campus services relate to the availability of
psychological, therapeutic, and psychiatric services in the local community and
region. Rural communities across the United States have seen a decline in gen­
eral health care providers and have struggled to have medical providers of all
specialties serve in more remote areas. Some urban areas have been historically
limited in their access to health care as a result of bias in public funding; un­
willingness of medical providers to work in neighborhoods that predominantly
serve individuals who are BIPOC; and discriminatory urban planning. For
students at campuses in communities with limited mental health resources, off-
campus services may require long waiting periods and other barriers related to
overwhelmed providers. It is also worth noting that not all health care services
are equal, and students may determine that the available services do not merit
the potential costs of seeking treatment. See Chapter 5 for recommendations
for ways to address these issues. 
Substance Use Treatment, Substance Use Recovery Programs,
and Programs for Students in Recovery 
The National Institute on Alcohol Abuse and Alcoholism published the
College Alcohol Intervention Matrix (CollegeAIM) in 2015 to help college
personnel create comprehensive, campus-specific alcohol intervention strategies.
CollegeAIM provides a range of individual- and environmental-level policy
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options aimed at reducing underage and excessive drinking among college
students. These policies are ranked in CollegeAIM according to effectiveness,
evidence-base, and cost; each policy is accompanied by information on barriers
to effectiveness, the staffing required for policy enactment and implementation,
and other factors. The authors of CollegeAIM emphasize that a mix of strategies
is the best method to maximize positive effects and reduce excessive drinking and 
related problems among college students. Examples of the types of interventions
included in the CollegeAIM matrix are: 
•	 Enforcement of the age-21 drinking age 
•	 Establishment of minimum unit pricing of alcoholic beverages and in­
creasing the alcohol tax 
•	 Prohibiting alcohol use and sales at campus sporting events and restricting
alcohol sponsorship and advertising
•	 Retaining a ban on Sunday sales (where applicable) and limiting the
number and density of alcohol establishments
•	 Conducting campus-wide social norms campaigns 
•	 Personalized normative feedback programs that provide all students with
information about their alcohol use in comparison with actual use by their
peers 
These strategies, practices, and policies are consistent with the Surgeon General’s 
Call to Action and 2016 Report on Alcohol, Drugs, and Health.
Another resource, The Guide to Best Practices, published by the Maryland
Collaborative to Reduce Underage Drinking and Related Problems (MCRCDRP,
2013), similarly summarizes individual- and environmental-level strategies
available to college campuses. At the individual level, the authors advise that
campuses should develop a roadmap outlining how they screen for and identify
students in need of services, and refer them to necessary treatment. This roadmap
should state how institutions will provide training to key individuals on campus,
use valid and reliable screening instruments, track student screening and
identification, and engage parents in all stages of the student’s college career. At
the environmental level, the guide asserts that campuses should build coalitions
with the wider community, be proactive in enforcing existing alcohol laws,
reduce the density of alcohol outlets near campus, address alcohol pricing and
other promotional practices, and incorporate community-enhancing practices into 
landlord lease agreements. 
Since the 1970s, colleges and universities have introduced collegiate recov­
ery programs (CRPs) to support students with substance use disorders (Hazelden
Betty Ford Foundation, 2020). While all institutions of higher education are re­
quired to conduct prevention and education efforts to reduce the presence of ille­
gal and dangerous alcohol consumption for students, “most are lacking in specific 
 
 
           
  
 
 
 
 
 
 
           
 
 
  
 
  
 
   
 
 
 
 
       
 
 
 
 
 
 
        
         
  
           
 
  
 
 
 
  
107 CLINICAL MENTAL HEALTH AND SUBSTANCE USE SERVICES 
programming to support those students who are in recovery” (The Ohio State
University, 2020). CRPs can provide integrated services for students in recovery
with a combination of academic and health-oriented approaches. While services
vary across providers, common features may include “substance-free housing and
social events, dedicated space, on-campus twelve-step support meetings, full-time
dedicated staff and professional counseling by addiction treatment specialists”
(Hazelden Betty Ford Foundation, 2020). Some colleges and universities may
require students to sign contracts to participate in these programs that include
minimum standards for academic performance, sobriety, and participation in pro­
grams to remain eligible, while others are barrier-free and welcome all of those
in recovery or in search of recovery (Hazelden Betty Ford Foundation, 2020). 
CRPs are intended to support students who arrive on campus already in
recovery as well as students who develop substance use disorders during their
enrollment. Research estimates that approximately 250,000 students in higher
education have received treatment for substance use in their lifetime (Hazelden
Betty Ford Foundation, 2020). At present, there are approximately 100 schools
who have joined the Association of Recovery in Higher Education with commit­
ments to CRPs through the Transforming Youth Recovery effort (The Ohio State
University, 2020). However, the increase in programs does not necessarily mean
that treatment for all substance use issues has grown evenly: “Although many
initiatives target active substance abuse problems on campus, particularly binge
drinking, few services are available that specifically aid students in recovery from
alcohol or drug addiction” (Perron et al., 2011). 
CRPs and other programs may likely work best with colleges and universi­
ties that have a large on-campus population. Community colleges, some graduate
programs, and virtual universities may face different challenges, and there is little
research on substance use prevention and treatment specific to these populations.
For community colleges, there are studies that correlate the increased number of
students who have experienced an adverse childhood experience (see Chapter 3
for more on Student Survivors of Trauma) with both community college enroll­
ment and substance use disorders (Cadigan and Lee, 2019). 
Challenges and Opportunities in Utilizing Telehealth to Support
Mental Health Services 
Telehealth refers to a variety of methods of synchronous or asynchronous
communication with a mental health professional via video conferencing, email,
text, online chat tools, or the phone (Higher Education Mental Health Alliance,
2014). Telehealth services, which is a form of distance therapy offered by a men­
tal health provider directly via online mechanisms, should not be confused with
other online programs and virtual applications that support students with the goal
of general wellbeing or stress management (see Chapter 3). The most popular
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services were mental health screening online (27.5 percent) and telephone coun­
seling (7.6 percent) (LeViness et al., 2019). While existing research focuses on
synchronous delivery through video-conference platforms, which best simulate
a face-to-face session, there is less information on new models of delivery such
as text support or the use of third-party psychoeducational and self-help tools.
(Higher Education Mental Health Alliance, 2014).
The COVID-19 pandemic has rapidly transformed both the treatment of
mental health problems as well as the promotion of mental health, through the use
of telehealth services. Prior to the pandemic, the American Psychiatric Associa­
tion reported that most of its member clinicians did not use telehealth; however,
as of June 2020, 85 percent said that they were serving more than three-quar­
ters of their patients through telehealth (American Psychological Association,
2020). Telehealth services have also permitted students from many campuses
to engage in group psychotherapy during COVID-19, mitigating mental health
consequences of forced relocation, social distancing, and isolation. Similarly, ac­
cording to a 2019 survey report from the Association of University and College
Counseling Center Directors, greater than 50 percent of college counseling center 
directors said their center used no form of telehealth, and only 3.4 percent of the
directors surveyed said they offered counseling via videoconferencing (LeViness
et al., 2019). With COVID-19, the rapid expansion of these services has been
seen on and off campus. With this expansion comes the need to understand the
challenges and opportunities associated with these services; telehealth offers the
safest opportunity in terms of COVID-19 risks for seeking health care in this
moment and during the foreseeable future and will likely continue to expand and
transform health care delivery. As a recent report notes, given that telehealth will
likely continue to be a health service delivery mechanism beyond the pandemic,
“it will be important for universities to identify and make available the best tele­
health resources and incorporate them into [the] college or university’s health
strategy” (Steve Fund, 2020). Under normal circumstances, telehealth services
can be a method to support students who attend a college or university virtually,
who are off-campus for a semester abroad or while conducting research, or for
those who have life circumstances (e.g., conflicting schedules, transportation is­
sues, and disability) that preclude them from visiting in-person services (Higher
Education Mental Health Alliance, 2019). However, while this mode of delivery
may increase access for some students, other groups of services may not provide
the same benefits as in-person sessions, posing significant issues of equity. For
example, students who have challenges accessing the internet or lack adequate
devices may not be able to benefit from these services. Other students may lack
a private space for accessing these services, either on or off campus. Access to
telehealth services is a significant challenge. Opportunities to increase access
may include providing students with a private space and access to high speed in­
ternet to support telehealth sessions. There may also be students who choose one
delivery method over another because of personal preference alone. Finally, it is
 
 
 
          
 
  
 
 
  
 
   
  
 
 
 
 
 
 
     
 
 
 
 
 
  
         
 
        
 
           
 
            
 
  
  
 
         
109 CLINICAL MENTAL HEALTH AND SUBSTANCE USE SERVICES 
important to note that many tele-mental-health companies employ a wide variety
of “rule-outs” when determining who is appropriate for their services (e.g., drug
abuse, suicidality, serious mental illness) that will limit access for many students. 
In the wake of COVID-19, access to distance and tele-services has allowed
many students to remain in touch with their on-campus counselors. This is a
noteworthy shift, as one of the major issues that had limited students from get­
ting teletherapy with an existing provider was the limitation of providing services
across state or international boundaries, due to restrictions imposed by licensing
boards and legislation. After the pandemic began, many states began to grant
waivers to health care providers to provide tele-services. Penn State University
and the University of Texas at Austin compiled and updated an omnibus guide
on the changing rules/laws in each state related to providing mental health ser­
vices via telehealth/telemedicine across state lines (CHMC, 2020).5 The future
of the laws and regulations remains uncertain at the time of publication of this
report. For more information about research questions related to telehealth, see
Chapter 6. 
While there is evidence that the provision of mental health services via tele­
health has expanded greatly during the pandemic, the relative effectiveness of these
services has not yet been well documented. Several studies of the application of
telehealth services on campus prior to the pandemic have indicated that this may
be an effective mechanism for reaching more students. Nobleza et al. (2018), for
example, examined the telehealth experience of students in a college counseling
center prior to the pandemic. Participants were health professional students who uti­
lized at least one telehealth visit between November 2015 and April 2017 and were
surveyed to assess the impact of telehealth on access, experience, effectiveness,
and impact on therapeutic alliance. The majority of the 53.7 percent of students
who responded indicated that telehealth was convenient (94.4 percent), time-saving
(94.4 percent), and helped them to feel better (83.3 percent). The authors noted that
“eighty-one percent reported telehealth as being as good, nearly as good, or no
different than meeting in person… telehealth is a viable option for college counsel­
ing centers and is experienced as convenient, time-saving, and effective with little
negative impact on therapeutic alliance.” (King et al., 2019). 
Similarly, King et al. (2019) studied the effectiveness of a well-validated
tool, termed the brief alcohol screening and intervention for college students
(BASICS) when conducted face-to-face or through a videoconferencing system.
The authors found that that the intervention “significantly reduced alcohol con­
sumption and related problems regardless of condition.” King et al. (2019) also
noted that the study suggested that “telehealth services should be further imple­
mented and the BASICS intervention can be effectively delivered via telehealth
for college students.” 
5 The second version expanded the range of health care professionals, and it now includes marriage
and family therapists, physicians, professional counselors, psychologists, and social workers, as well
as advanced practice nurses, physician assistants, and physical therapists.
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Despite initial positive evidence that telehealth may increase access to both
mental health treatment and wellness services, further study with the advent of
COVID-19 and the acceleration of these services is needed. In addition to under­
standing challenges associated with accessing services, research should examine
the effectiveness of telehealth compared to standard in-person approaches, espe­
cially for specific populations. 
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Moving Forward
 
As emphasized throughout this report, there is an urgent need to attend to
student mental health and substance use because (1) they are critical factors in
determining student success (Eisenberg, Golberstein, and Gollust, 2009; Shankar
and Park, 2016; Topham and Moller, 2011), (2) students at all types of institutions
of higher education and in all fields of study are reporting increasing numbers
of problems with mental health and substance use (Lattie, Lipson, Eisenberg,
2019), and (3) colleges are consistently reporting that the demand for mental
health services exceeds the supply. The increased prevalence of mental health and 
substance use problems has many academic leaders and policymakers describing
the situation in near-crisis terms and looking for solutions. 
This chapter aims to provide those leaders, as well as agencies that fund
efforts to improve student mental health, with evidence-based approaches for ad­
dressing the major issues confronting institutions as they try to meet the growing
demand for mental health and substance use services among their students, build­
ing on the already proven effectiveness of campus counseling centers (McAleavey
et al., 2017). The challenge for the committee in offering these approaches is that
there can be no one-size-fits-all solutions given the diversity of institutions, their
institutional and financial capacities, and their specific student populations. For
example, a community college with a predominantly commuter student body
is likely to encounter a very different constellation of issues and have different
resources available to deal with them than a four-year university. Within other
groups, such as large public land-grant institutions, HBCUs and TCUs, and
liberal arts colleges, each institution will need to find strategies to support its
unique populations without regressing to the modal demographic group and iden­
tities. There are also enormous differences among the students who attend these
111
 
  
 
 
 
         
 
  
        
 
 
 
 
 
 
          
   
           
 
 
 
  
 
  
 
 
         
  
      
           
 
 
 
 
 
    
 
112 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
colleges and universities with respect to financial resources, access to health care,
whether they have health insurance, and, if they do, the quality of those health
plans. Research has also documented differences in the prevalence of symptoms
and use of services across race and ethnicity, socioeconomic background, gender
identity, and academic discipline (Eisenberg, Hunt, and Speer, 2013; Lipson et
al., 2016). When appropriate, this chapter points out interventions designed for
specific types of institutions or student populations as well. 
In the committee’s judgment, based on its information gathering activities,
there are multiple proven approaches for intervening around mental health and
substance use issues and promoting student wellbeing in ways that will positively
affect student success. For that reason, the committee is not advocating a single
“ideal” that all institutions of higher education should adopt or strive for. Rather,
the committee includes in this chapter a discussion of the major issues confront­
ing institutions of higher education as they strive to better meet students’ needs
and ways those problems or barriers to progress might be addressed. 
INSTITUTIONAL CULTURE AND POLICIES 
Institutions of higher education must establish and/or maintain a culture that
accepts and supports, to the extent possible, students experiencing problems with
mental health and substance use and fosters a sense of wellbeing for all students.
For some institutions, this will require a significant culture shift. The culture starts
with the institution’s leadership—the president and board of trustees. Without
institutional support and leadership, progress in providing needed supports may
allow too many students with problems to fall through the cracks. The Okanagan
Charter is one useful guide that can help colleges and universities embed health
into all aspects of campus culture and climate, as well as promote collaborative
action to create a health-promoting environment (Okanagan Charter, 2015).1 
Changing Institutional Culture 
Developing a Campus Culture Focused on Wellbeing 
The committee acknowledges how difficult it is to change any organizational
culture and climate, and those within institutions of higher education are no dif­
ferent. Nonetheless, the committee recognizes that accomplishing difficult tasks is
a hallmark of the U.S. higher education enterprise (see Box 5-1). One framework
for culture change, known as collective impact, requires that everyone on campus
shares a common agenda, is provided with a coordinating structure, engages in
mutually reinforcing activities, participates in continuous communication, and
1 Additional information is available at https://collegehealthqi.nyu.edu/20x30/frameworks/ 
okanagan-charter (accessed April 29, 2020). 
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BOX 5-1 
 
Defining Organizational Climate and Culture
 
While organizational climate is focused on the shared perceptions within an
organization, organizational culture is defined as “the collectively held beliefs,
assumptions, and values held by organizational members” (Stamarski and Hing,
2015, p. 7; see also Trice and Beyer, 1993, Settles et al., 2006, and Schein,
2010). Ideally, the climate reflects and supports the culture of the organization,
and ideally, the culture guides and sets the tone for the climate that members
of an organization experience. The key is that climate and culture must be ad-
dressed together, because efforts to build a good climate will flounder if they
conflict with the beliefs, assumptions, and values of an organization; conversely,
only having the “right” culture will not result in the desired result if the processes
and procedures are not organized around the collective and shared goals and
beliefs (Schneider, Ehrhart, and Macey, 2013).
To address culture change in an organization, it is crucial to recognize that
organizational cultures are not neutral. Rather, they reflect the norms and values
of those who are and have been in leadership roles in the organizations, and
these norms influence the formal and informal structures, organizational strategy,
human resource systems, and organizational climates (Gelfand, Erez, and Aycan,
2007). As a result, organizational culture change cannot be addressed in isolation.
Further, organizational leadership, and the signals that leaders send about civility,
respect, and tolerance for sexual harassment, are powerful cues that individuals
in the organization take seriously—and they adapt their own behaviors (if not their
attitudes) accordingly. 
Source: NASEM, 2018b.
agrees on shared measurement systems to evaluate and boost progress (Christens
and Inzeo, 2015; Poleman, Jenkes-Jay, and Bryne, 2019; Slusser et al., 2018).
The committee believes that general approach applies here. 
The committee also believes that the unequal impacts of the COVID-19 pan­
demic and the call to action in response to the killing of Black men and women by
police reflect the long-standing disparities that BIPOC and those of low socioeco­
nomic status experience daily in American society. The protests and public outcry 
in response to these events have created an environment in which the public may
be more willing to engage in further steps toward dismantling racism and sys­
temic oppression. It is in the spirit of this moment that the committee believes that
academic leaders have an important role to play in bringing together the different
communities on campus to address those aspects of institutional culture that do
not support the mental health and wellbeing of all students, particularly students
who are BIPOC or who come from other underrepresented groups. 
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RECOMMENDATION 5-1 
Institutional leaders, starting with the president and board of trustees or
regents, should articulate the importance of creating a culture of wellbe­
ing on their campus, one that recognizes the range of individual behaviors
and community norms that affect wellbeing, acknowledges the magnitude
of mental health and substance use issues on campus, addresses the stigma
associated with mental illness and substance use disorders, and provides a
range of resources to support students with different levels of need. 
The stakeholders required to create and/or maintain this kind of culture must
go beyond the administrators, counseling center staff, and offices within student
affairs. It requires the entire faculty,2 staff, and student body working together
to recognize the importance of the following (Byrd and McKinney, 2012; Chen,
Romero, and Karver, 2016): 
•  validating, respecting, and supporting individuals in all their identities, 
•  attending to the demand for mental health and substance use services that
now exists and is likely to grow, 
•  proactively addressing student mental health and substance use, 
•  creating and/or sustaining a campus culture and environment that mini­
mizes stress and promotes the emotional wellness of everyone on campus, 
•  discussing, acknowledging, and acting to correct existing systems that
harm individuals and pose risks to their wellbeing 
Creating and Sustaining Cross-Campus Coordination, Collaboration,
and Leadership That Support a Culture of Wellbeing
One approach that institutions have used to address other cross-campus
concerns such as diversity, equity, and inclusion efforts; mentoring and teaching;
and security concerns on campus has been to establish a campus-wide action
commission with representatives from faculty, students, staff, and administrative
units. These action commissions have an effective leadership structure (it may
be a single leader or a small group, depending on the needs of the institution)
and a clear charge to build or maintain a culture that supports student wellbe­
ing. Thus, a standing, campus-wide commission might be one such mechanism
for creating a campus culture that supports students’ mental health and wellbe­
ing. This approach can be a strong first step toward ensuring there is cross-unit
2 Faculty here include tenure- and non-tenure track faculty, as well as adjunct faculty, part-time
faculty, lecturers, and other instructors, with admission that many of these positions do not receive
the same kind of training, support, and benefits as full-time, tenure-track faculty. Additionally, com­
munity colleges and other colleges and universities that have a higher percentage of adjunct faculty,
part-time faculty, lecturers, or other instructors may not have received the same kind of professional
development and support as their full-time, tenure-track peers.
 
 
   
   
	  
 
	  
 
         
  
  
 
 
 
 
          
 
           
 
            
      
 
 
        
 
 
 
 
  
 
 
 
  
115 MOVING FORWARD
communication and collective buy-in to promote culture change and establish a
compact of shared responsibility. 
RECOMMENDATION 5-2 
Leadership from all segments of the campus community is needed to pro­
mote a culture of wellbeing. 
•  Institutions of higher education should establish and/or maintain a team or
teams that involves all sectors of the institution’s community that coordi­
nates, reviews, and addresses mental health, substance use, and wellbeing
concerns. 
•  Any approach should have shared responsibility for addressing issues that
negatively affect student wellbeing, a clear leadership structure and man­
date, appropriate access to financial resources, and a charge to develop
and implement an action plan to promote and support student wellbeing. 
One troublesome aspect of societal culture in the United States, which is also
present at our institutions, is the pernicious stigma surrounding mental illness and 
substance use. Addressing stigma is a critical component in promoting mental
health and wellbeing among all students. For an individual, the stigma related to
mental illness and substance use issues has a number of possible influences, in­
cluding their family’s views and history; interpretations and lessons from cultural,
religious, and spiritual connections; social norms; and their peer group’s beliefs
and actions (NASEM, 2016). General efforts to reduce stigma around mental
health and substance use programs aimed at all students through awareness cam­
paigns and wellbeing efforts are one way to combat the impact of stigma. See
Box 5-2 for an example of an evidence-based mental health treatment program.
As colleges and universities seek to end the stigma tied to mental illness
and substance use, institutions of higher education should review how their own
systems may enhance stigma, create barriers, or otherwise fail to serve students
from groups that have not been well-served by mental health services in the past.
Many colleges and universities, as well the broader U.S. health care system, have
long had both direct or implicit biases against BIPOC, women, SGM individuals,
and people with many other identities. Given these historic barriers and biases
(DeLisa and Lindenthal, 2012; Harrison-Bernard et al., 2020; Nivet, 2015; Ong
et al., 2011), campuses must ensure that their current services welcome, respect,
and provide inclusive services to all students. This includes providing services for 
students who return to campus as older adults, as well as those with dependents
and those who have served in the military. As noted later in this chapter, the
Equity in Mental Health Framework, developed by the Jed Foundation, the Steve
Fund, and McLean Hospital’s College Mental Health Program, is an accessible
resource for schools seeking to promote mental health and wellbeing among stu­
dents of color and other underrepresented student populations (Steve Fund and
Jed Foundation, 2017). This framework provides academic institutions with a set
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BOX 5-2
 
McLean Hospital College Mental Health Program
 
Each year, the McLean Hospital College Mental Health Program (CMHP) sup-
ports more than 200 different colleges and universities in addressing a range of
issues and psychiatric illnesses, including executive functioning, anxiety, depres-
sion, obsessive-compulsive disorder, eating concerns, and substance use. The
program model focuses on working closely with college student-patients, their
families, and their institutions of higher education,
For students receiving treatment throughout McLean Hospital, CMHP works
with students and their institutions of higher education, providing students a
variety of supports, including symptom education groups, consultation to treat-
ment teams, and individual meetings with students planning to return to college
or preparing to take a medical leave of absence. The program offers academic
consultation, transition support, and outpatient services to students who are strug-
gling to co-manage their mental health and academic lives.
Services are open to students currently enrolled in college, on a leave of
absence from school, or seeking support in their transition to college for the first
time. The program offers support for students, including tools to support students
experiencing mental health conditions and recommendations related to on- and
off-campus resources to support and enhance student well-being. 
For more information, see https://www.mcleanhospital.org/treatment/cmhp.
Source: Steve Fund and Jed Foundation, 2017. 
of 10 actionable recommendation, free resources, and supporting toolkits, as well
as key implementation strategies to help strengthen their activities and programs
to address the mental health disparities facing students of color and other under­
represented student populations, such as sexual and gender minorities (see Box
5-3 for specific framework case studies).
In developing the framework, the Steve Fund, Jed Foundation, and McLean
Hospital’s College Mental Health Program carried out a nationwide survey of
campus programs intended to support mental health and wellbeing among stu­
dents of color in an effort to identify promising practices. The framework orga­
nizes these promising practices in a five-tiered structure based on the extent to
which a program: (1) had a specific focus on mental health and emotional well­
being; (2) had a specific focus on college, graduate, or professional students of
color; and (3) utilized evidence-based practices. The survey identified a single tier
1 program out of a total of 84 programs that included both an empirical evidence
base and a specific focus on mental health in students of color (see Box 5-3 for a
description of the tier 1 program and several tier 2 programs). The report writes:
“Whereas the majority of programs had collected some type of data (typically,
qualitative feedback or student satisfaction), the lack of systematic program
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BOX 5-3
 
Case Studies from the Mental Health Equity Framework
 
CASE STUDY EXAMPLE: At Connecticut College, a facilitator-led program called 
Empowerment Through Mindfulness teaches mindfulness skills within a student 
group (SHE Sister Program) for women of color including faculty, staff, and stu-
dents. After teaching core evidence-based mindfulness principles, the group com-
pletes guided exercises around cultural pride, resilience, affirmation, and related 
empowerment. The Mental Health Equity Framework considers this program a 
tier 1 program in that it includes an empirical evidence base and a specific focus 
on mental health in students of color. It is the only program in the framework 
categorized as tier 1. 
CASE STUDY EXAMPLE: The University of Vermont hosts a retreat called “Racial 
Aikido”’ co-hosted by the Center for Cultural Pluralism and the ALANA Student 
Center. Topics of focus include recognizing race and racism in the United States, 
exploring racial/ethnic identities, responding to acts of racism, debunking stereo-
types to maintain positive self-image, and healing from the impacts of racism. The 
Mental Health Equity Framework considers this program a tier 2 program because 
it has a focus on promoting emotional health and wellbeing in students of color 
and is supported by program evaluation or qualitative data. 
CASE STUDY EXAMPLE: At the University of Florida, multicultural counseling
staff and psychology department researchers are currently working together to
develop a brief assessment battery for students engaged in one of its most highly
attended 25 equityinmentalhealth.org programs (its Invincible Black Women 
group) over the past 10 years. These data will be used to better understand and
disseminate outcomes of the program. The research team also plans to include
other campus-level outcomes and to disseminate program materials so that other
colleges and universities can readily implement similar programs. This program is
also ranked as a tier 2 program by the Mental Health Equity Framework.
development efforts left the questions of efficacy and effectiveness unanswered
in the vast majority of these tailored interventions.”
There is a clear need for additional research on strategies and practices that
can support the mental health and well-being of students of color. Nevertheless,
the committee endorses the use of the Mental Health Equity Framework as a
foundation for practice and encourages each individual campus to set additional
priorities, strategies, and actions to ensure an equitable and inclusive culture. 
CHANGING INSTITUTIONAL POLICIES 
Policies for Medical Leave and Re-enrollment 
Institutional medical leave and reenrollment policies, when they exist, can
serve as barriers for students whose mental health or substance use problems are
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severe enough that they lead the student to withdraw from school at least tem­
porarily. Many institutions limit how long a student’s leave of absence can last
before they must reapply for readmission. In addition, withdrawal from school
can affect financial aid. However, the Americans with Disabilities Act (ADA)
mandates that students with disabilities, including those related to mental health
and substance use, have the right to reasonable accommodations for their dis­
ability. Such accommodations include extra time on exams or assignments, the
ability to withdraw from specific classes, and leaves of absence that allow for
reenrollment (Martin, 2017). The COVID-19 pandemic has also highlighted the
ability for higher education to adopt virtual tools and other teaching modalities
that may continue to accommodate students with disabilities. 
Since 2011, the Department of Education’s Office of Civil Rights, which is
responsible for enforcing ADA provisions, has allowed institutions of higher edu­
cation to require an involuntary medical leave for students with a mental health
issue. The proviso indicates that students must be allowed to reenroll in school
upon providing certification from a medical professional that they are fit to return
to the school community (see Box 5-4). Students who take a voluntary medical
leave for a mental health issue should also be allowed to reenroll in school under
the same proviso. In the event that a student returns to campus and has ongoing
mental health issues, learning disabilities, or other challenges covered by the
ADA, the campus is required to provide academic accommodations and make
reasonable modifications of policies to remove barriers for the student (Baselon
et al., 2008). 
An important step toward creating an integrated approach to supporting
students would be to establish a closer collaboration between academic affairs
and student affairs. While every campus has a different arrangement of staff and
division of responsibilities, campuses that build an intentional bridge between
academic and student affairs increase the chances for students with mental health
concerns or substance use to succeed (Nesheim et al., 2007). 
RECOMMENDATION 5-3 
Institutions should ensure that their leave of absence and reenrollment poli­
cies and practices will accommodate the needs of students experiencing
mental health and substance use problems and the time needed for effective
treatment and recovery. 
•  Institutions should implement methods to reduce and/or alleviate the
financial burden on students related to medical leave and other issues
related to course completion. 
•  Academic affairs and student affairs units should develop collaborations
to share information appropriately, while also respecting a student’s right
to private/confidential treatment, in order to support students at the inter­
section of mental health and academic concerns. 
 
 
 
 
 
 
 
 
 
 
	  
 
 
	  
 
 
 
 
	  
 
	
 
 
 
 
 
	  
 
 
 
119 MOVING FORWARD
BOX 5-4
 
Students Returning from Medical Leave
 
Students who experience significant life events, illness, or substance issues
may choose to leave campus to receive specialized treatment, to tend to family
or other dependents, or to dedicate time to health and healing. Students who take
a medical leave of absence for any reason may wish to consider the following
questions when developing a plan to return to campus. The following guidance
may also be helpful for incoming students to review before arriving on campus.
The following suggestions have been adapted from the National Association of
State Mental Health Program Directors guide, Back to School: Toolkits to Support
the Full Inclusion of Students with Early Psychosis in Higher Education: 
•  Continuation of care: For students who have received medical treatment
and health services at a separate location, devising a plan for continued
support through remote support or planned appointments during breaks to
ensure continuity is important. 
•  Referrals to local services: Research on services available through the
campus health service or through local, private providers can help inform
a transition plan. Working to establish connections prior to arrival, includ-
ing releases of information with previous providers if necessary, can ease
the return. Even for students who have recovered, a transition plan may
include a list of available health care services and providers in the event
of an emergency. 
•  Understanding previous events: For students who have experienced
events precipitated by certain circumstances or factors, a plan may include
ways to anticipate issues and methods to address them as needed. 
•  Communication with family or off-campus support networks: For individu-
als who have emergency contacts away from campus, a plan may include
frequency of communication with updates and check-ins regarding health.
Depending on the health issue, emergency contacts may wish to establish
a protocol if they have not heard from the student. Students may also
explore and consider signing a waiver to release health information to
emergency contacts in the event arises. 
•  Students services and disability accommodations: For students who would
benefit from accommodations, the Americans with Disabilities Act requires
that students self-identify and provide documentation to receive formal
accommodations. In the event a student has not registered a formal docu-
mentation, accommodations cannot be provided in case symptoms arise
unexpectedly (Jones et al., 2016b). 
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PRIORITIZING MENTAL HEALTH AMID
 
FINANCIAL CONSTRAINTS
 
As the committee noted in Chapter 1, and emphasized again here, the U.S.
postsecondary educational system is one of the few systems in the nation, other
than the military, whose stakeholders expect to provide low-cost or free treatment
for those within its community with mental health and substance use problems.
When the costs of providing that care rise, colleges and universities have few op­
tions to keep pace. Raising tuition or reallocating resources from other campus
priorities are two such options, but both have proven unpopular with stakehold­
ers. Academic institutions are therefore caught between the need to expend more
resources on student wellbeing while not increasing the overall cost of education. 
Economic pressures increased operating costs, and greater market com­
petition are an ever-increasing set of challenges for U.S. institutions of higher
education. A 2014 survey of college and university board chairs and presidents,
for example, found that about 60 percent believe the financial stability of higher
education is moving in the wrong direction (Selingo, 2015). This situation has
been made worse by the COVID-19 pandemic, which forced colleges and univer­
sities to effectively close their campuses for educational and research purposes
and move to online instruction in the spring of 2020. In addition, the report notes
that the cost of student services and student facilities, such as campus counseling
centers, represent a major concern to university presidents. 
Tuition revenues have plateaued in recent years, with Moody’s Investor Ser­
vices reporting that flat enrollment, rising tuition discount rates, and an emphasis
on affordability contributed to limited growth in net tuition revenues (McCabe
and Fitzgerald, 2019).3 For public universities and community colleges, declines
in federal, state, and local support are further stressing budgets. Forbes, in its
sixth report on the financial health of private, not-for-profit colleges, reported
that “the overall financial wellbeing of colleges has deteriorated and many are in
danger of closing or merging” (Schifrin and Coudriet, 2019). Prior to the start of
the pandemic, the largest community college system in Pennsylvania eliminated
its counseling service, despite the acknowledgement of need, due to loss of fund­
ing related to declines in student tuition and eliminating licensed counselors with
the intent to bring on student advisors with a greater focus on career planning
(Anderson, 2019). Moreover, the COVID-19 pandemic is causing further finan­
cial stresses for many of the nation’s colleges and universities (Associated Press,
2020; Capatides, 2020; Pannett, 2020). In spite of these economic pressures, the
committee believes that mental health, substance use, and wellbeing issues are
sufficiently important that increased funding will have to be devoted to them. 
3 Net tuition revenue is a key financial indicator since it serves as the foundation for most college
and university budgets. Financial pressure mounts on an institution if its net tuition revenue does not
rise as quickly as expenses or inflation. 
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Prioritizing Funding and Services for Mental Health on Campus 
RECOMMENDATION 5-4 
Institutions of higher education and the government agencies that support
them should increase the priority given to funding for campus and commu­
nity mental health and substance use services. 
•  National, state, and local funders of higher education should incentivize
colleges and universities to effectively provide support for students’ men­
tal health and substance use problems. 
•  In their budgets, hiring, programming, expectations for serving students,
and assessment/evaluation activities, institutions should make mental
health a higher priority on campus. They should also work more directly
with state and local governments, where relevant, to help bring this about. 
•  To ensure that mental health and emotional wellness services are priori­
tized, institutions should consider reallocating existing institutional funds
to support counseling centers, support the increased use of online mental
health services (when appropriate), and support data collection on the
need for and use of mental health services by students. 
•  Institutions should actively collaborate with local health care services and
facilities and community providers, for example, by considering hiring
staff to help students navigate and manage off-campus services. 
States should modify insurance laws or regulations, or provide administrative
guidance, to enable institutions to use general funds and/or designated health fees
for expenses that are not covered by students’ personal insurance. 
Making a Value Case for Addressing Student Mental Health Problems 
The assumption that bolstering the capacity of the counseling and psycho­
logical services centers and creating other programs aimed at improving student
mental health only adds to existing financial burdens is not necessarily true
given that colleges and universities lose revenue when students drop out because
of mental health or substance use problems. A 2018 survey by the Association
for University and College Counseling Center Directors (AUCCCD) found that
“counseling services have a positive impact on retention, as measured by student
self-report,” with 63.2 percent of counseling center clients reporting that coun­
seling services helped them stay in school (LeViness et al., 2018). Other studies
have also documented this relationship between counseling services and student
retention, including Lee et al. 2009, who conducted interviews and collected data
on counseling services for a total of 10,009 students from a large public university
in the northeastern United States. The authors found that “counseling experience
is significantly associated with student retention: students receiving counseling
services were more likely to stay enrolled in school.” 
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In fact, public health economists associated with the Healthy Minds Net­
work, based on research on the effectiveness of mental health care and on the
economic returns to education, have calculated that a counseling center treating
500 students a year will help an average of 30 students remain enrolled in col­
lege (assuming a rate of $20,000 per student-year)—thereby increasing tuition
revenues by $1.2 million over two years4 (Samuels, 2019). In addition, by com­
pleting their degrees, those 30 students’ lifetime earnings would increase by an
estimated $3 million.5 In addition to the monetary benefits of reducing attrition,
accreditation services consider graduation rates in their reviews. By comparison,
the researchers found that the “cost of providing mental health care for 500 de­
pressed students would be no more than $500,000 based on standard estimates
for the cost of psychiatric medication or brief models of psychotherapy” (HMN,
2013). Healthy Minds Network has created a return on investment tool that insti­
tutions of higher education can use to explore the economic benefits of investing
in student mental health, which is available at http://healthymindsnetwork.org/ 
research/roi-calculator.
for the institution, for example, school population size, departure/retention rate,
prevalence of depression, and alternative assumptions about the program’s ef­
fectiveness in reducing depression (HMN, 2013). 
Addressing Insurance Billing—One Approach for Raising
 
Funds to Increase Capacity and Meet Demand
 
One option for funding mental health services is for colleges and universities
to seek reimbursement by health plans for services rendered. Many colleges and
universities require their students to have health insurance, yet few bill insurance
companies for services rendered and instead cover the entire cost for those ser­
vices themselves. A survey conducted by AUCCCD found that only 4.4 percent,
of responding institutions billed third parties for their services (LeViness et al.,
2018). There are many reasons that counseling centers do not bill insurance,
including: 
•  concerns about student confidentiality when students are on their parents’
insurance plan 
•  the cost involved in setting up billing infrastructure and credentialing
providers 
•  the fact that many counseling centers have robust training programs that
would have difficulty billing insurance 
•  concern about adding another barrier (cost) to seeking mental health care,
especially for students and families with high deductible plans 
4 This assumes 60 student-years of tuition at $20,000 a year.
 
5 This assumes an additional $50,000 per college year of earnings.
 
 
	  
 
	  
 
 
 
     
 
 
  
 
           
  
 
 
 
 
  
         
 
 
 
  
	  
 
 
 
 
      
 
       
  
 
  
123 MOVING FORWARD
•  the difficulty in some areas for mental health providers to get on insurance
panels, and 
•  billing expenses exceeding returns, impact on training programs, the low
reimbursement rates and burdensome requirements for pre-authorization
for care, submission of treatment plans, and concurrent care review that
drive many providers in the community from insurance panels in the first
place. 
The time, expense, and human resources needed to create the infrastructure
to bill insurance companies is usually well beyond the capabilities of smaller
institutions and community colleges. Moreover, colleges and universities that
do not mandate that students have insurance coverage that meets specific re­
quirements will have uninsured students who cannot afford services that require
payment; even those that have insurance (from another state or with a particular
carrier) may be out of network or otherwise challenged in paying for services
while at college. 
In the context of these concerns, the fact remains that many families already
pay insurance carriers for coverage of services that colleges and universities pro­
vide, and that colleges and universities largely do not have access to these funds.
Meanwhile, some institutions that do not bill for services struggle to adequately
fund mental health service provision, while other institutions provide exceptional
levels of service without billing. While institutions that do bill for services have
added a revenue stream, they must still deal with the problem of increasing capac­
ity to treat all students in need of services.
RECOMMENDATION 5-5 
Institutions of higher education should work with insurance companies and
health plans and federal, state, and local regulators to remove barriers to
seeking reimbursement for student mental health and substance use costs
for covered students. 
•  Insurance companies should keep up with market rates for reimbursement
to incentivize more providers to accept insurance carried by students, sup­
port providers from institutions of higher education in becoming paneled
quickly, and communicate and improve the confidentiality measures in
place to dependent subscribers between the ages of 18-26 to ensure that
they can seek services using their parents’ insurance and be afforded the
confidentiality they are entitled to receive.
•	 States should modify insurance laws or regulations, or provide administra­
tive guidance, to enable institutions to use general funds and/or designated
health fees for expenses that are not covered by students’ personal insur­
ance for charges incurred at student health and counseling services. This
is commonly referred to as a secondary payor provision in coordination
of benefits.
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There are solutions to each of these issues, but they require action by state
legislators and insurance regulators, and in some cases the federal government, to
ensure that services provided by higher education institutions can be covered. For
example, states that do not require health insurance for students could amend in­
surance laws to allow different charges for people with and without health insur­
ance in higher education. State insurance regulations or university fee plans could 
also be changed to include additional privacy protections for adult dependents on
their parents’ health plans and to require insurance companies to empanel provid­
ers at colleges and universities that are delivering health services to their students. 
UNDERSTANDING THE STATE OF STUDENT MENTAL
 
HEALTH AND WELLBEING ON EACH CAMPUS
 
While colleges and universities share a similar set of challenges in support­
ing student mental health, the issues, priority areas, and available resources on
campus vary substantially across institutions. In addition, every campus would
benefit from identifying the local and regional mental health and substance use
prevalence trends, service providers, and additional resources to fully inform
referral practices, programming, and policies (Othman et al., 2019). Assessing
the mental health and substance use treatment needs of a given population—a
student body in this case—has been a significant problem and is different and
more difficult than evaluating general “wellness.” Surveys of incoming students
can provide some baseline information related to a broader sense of wellbeing;
however, these data have limited use in identifying specific mental health issues.
RECOMMENDATION 5-6 
Institutions of higher education should conduct a regular assessment (pref­
erably at least every two years) that addresses student mental health, sub­
stance use, wellbeing, and campus climate. The data generated from these
assessments should be compared to peer institution data (as available for
disaggregation). Analysts should create a data collection system that allows
for disaggregation by unit, program level, and student identities. This assess­
ment should include the extent that students are aware of and know how to
access available resources, both on campus and in the local community, to
address students’ mental health and substance use problems. 
•  At the end of the academic year, institutions should review the many data
points collected about their clinical trends and utilization as a way to
understand how resources on campus can be used most effectively. These
data would include the percentage of students who received treatment
at the institution, the percentage that went outside of the institution for
treatment, and the percentage of students that report needing help but did
not seek or receive it, and should be further analyzed across demographic
and identity groups. 
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•  Funding agencies and private organizations should provide grants to
under-resourced institutions, notably community colleges, Historically
Black Colleges and Universities, and Tribal Colleges and Universities, to
collect, analyze, and share data with the goal of implementing findings. 
In addition to general climate assessment, there are a number of screening
tools and instruments that colleges and universities can consider for assessing
student mental health as a means of connecting students to mental health ser­
vices before a crisis emerges. For example, the Counseling Center Assessment
of Psychological Symptoms (CCAPS) instruments, developed by the Center
for Collegiate Mental Health (CCMH) at Penn State University, is a frequently
used measure for assessing mental health functioning of students seeking treat­
ment through counseling centers (Locke et al., 2010). In addition, CCMH offers
CCAPS-Screen, “a mental health screening instrument that assesses the most
common psychological problems experienced ... including a critical item related
to the report of suicidal ideation within the last two weeks.”6 Another set of mea­
sures and associated data can be found through the Healthy Minds Network. HMS
also provides a campus-wide measure of student mental health and substance
abuse issues, as well as a national assessment of mental health and substance
abuse treatment needs (Lipson et al., 2019b).7 Assessments of mental health
literacy and peer-to-peer counseling referrals may be useful in the community
college setting (Kalkbrenner, Sink, and Smith, 2020). 
The American College Health Association’s National College Health As­
sessment, an annual survey of college student health that includes mental health
and substance abuse (Cain, 2018), provides a national perspective on the mental
health and substance use issues that students face. In addition, the World Health
Organization’s World Mental Health International College Student (WMH-ICS)
Initiative provides estimates of the prevalence of mental disorders, the adverse
consequences on the personal, social, and academic levels of these disorders,
patterns of help-seeking for these disorders, and barriers to treatment based on
a representative sample of colleges and universities across the globe (Auerbach
et al., 2018). 
Beyond the screening tools described above, there are new methods for
assessing the percentage of students who have mental health and substance use
issues. One approach, for example, uses computerized adaptive testing (CAT),
based on machine learning techniques, to determine what question from a
6 Additional information is available at https://ccmh.psu.edu/ccaps-screen (accessed September 
29, 2020). 
7 As noted in Chapter 1, the committee has found that much of the information on the incidence
of mental health and substance use problems among students come from self-reports and not actual
diagnoses by mental health professionals. Numerous investigators have pointed out that self-report
data can be strongly biased and may not accurately reflect the true incidence of those issues among
students in higher education (Dang, King, and Inzlicht, 2020). 
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large number of possible questions to ask an individual based on the answer
to the proceeding question rather than having every individual answer every
question included in an assessment vehicle. Using this technique, researchers
have developed the CAT-mental health (CAT-MH) suite of 10 CAT. (Gibbons et
al., 2007; Gibbons and deGruy, 2019; Gibbons and Hedeker, 1992; Graham et
al., 2006). The University of California, Los Angeles, uses CAT-MH to screen
all its undergraduates for both overall assessment and to triage students for
further care. A similar screening tool is offered by the American Foundation
for Suicide Prevention. This online program8 is being used by mental health
services at institutions of higher education, including community colleges and
undergraduate, graduate, medical, veterinary, and other professional programs.
Individuals can anonymously communicate with the program’s counselor to
receive recommendations, feedback, and support for connecting to available
mental health services. 
INSTITUTIONAL CAPACITY TO PROVIDE NEEDED SERVICES 
Once an institution has determined the extent of mental health and substance
use issues among its students, there are four critical steps that follow: determin­
ing the scope of services needed to meet the measured demand; assessing what
resources the institution has available on campus and in the community to meet
that demand; assessing how existing resources are deployed and how effectively
they are meeting mission objectives; and closing the gap between what is needed
and what is available at the institution and in the community. Colleges and uni­
versity budgets will constrain the scope of services available on campus, so each
institution should evaluate the mixture of services available on campus, in the
local community, and online—to support student wellbeing and provide care for
those students in need. Institutions may decide to pay particular attention and
allocate funding for specific types of treatment in the event there are no services
available in the surrounding community. 
The committee recognizes that the availability of financial and personnel
resources to enact changes necessary to better meet students’ wellbeing, mental
health, and substance use treatment needs will likely be a major constraint, es­
pecially in the short term given the financial impact of the COVID-19 pandemic
on institutional budgets. Nonetheless, the committee believes that institutions
of higher education should give greater priority to addressing students’ mental
health, substance use, and wellbeing issues given that the stress of the pandemic,
economic instability, and increasing social isolation will continue to affect stu­
dents’ lives. Institutional commitment and leadership are essential elements mov­
ing forward. 
8 Additional information is available at https://afsp.org/interactive-screening-program (accessed 
June 24, 2020). 
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Leadership from higher education is not enough, however. Moving forward
successfully also depends on local, state, and federal policies that allocate re­
sources and mandate the ways they should be utilized. Therefore, some of the
solutions recommended here depend on policy changes at one or more levels of
government. However, given that university leaders today are likely analyzing the
use of resources in the face of the financial challenges wrought by the COVID-19
pandemic, the time is ripe for those leaders to include identifying resources and
opportunities to improve the mental health and wellbeing of their students. 
In the wake of COVID-19, the American Council of Education surveyed
nearly 200 college and university presidents regarding their major concerns in
response to the pandemic. The results from April 2020 indicated that 51 percent
of university presidents already provide mental health services for their students
and did not have the resources for additional support. Thirty-five percent stated
that they have existing services and planned to invest more resources, while 12
percent stated that they do not currently offer clinical services, but are considering
additional options to address student mental health and substance abuse in light
of COVID-19 (Turk et al., 2020). This survey, which does not include community 
colleges and is not representative of the entire scope of this report, does reflect
the reality that even in a global pandemic, 63 percent of the leaders surveyed
recognized the need for resources; however, they did not necessarily have the
means to increase clinical support. 
In addition to these concerns, there are not enough mental health and sub­
stance use professionals in the country to meet the needs of the general popula­
tion, with some regions experiencing greater shortages than others. In particular,
there is a severe, nation-wide shortage of providers who are both participating
providers with insurance plans and accepting new patients. Institutions of higher
education often suffer from the same problem, lacking a sufficient number of
mental health professionals to care for their student population. The Health Re­
sources and Services Administration projected in 2016 that the supply of workers
in mental health professions would be short by some 250,000 individuals by 2025 
(Health Resources and Services Administration, 2016). Already in 2020, two-
thirds of primary care physicians report having difficulty referring patients for
mental health care, compared to roughly one-third for referrals to other specialties
(Bishop et al., 2016). 
Dealing with the Shortage of Mental Health
and Substance Use Professionals 
At the same time that there is a shortage of mental health and substance
use professionals, demand for mental health and substance use services on col­
lege campuses has been rising steadily for several years (CCMH, 2017, 2020a) 
(see Box 5-5). As a result, institutions of higher education have been struggling
to meet the rising demand for mental health and substance use services, which
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BOX 5-5
 
The Clinical Load Index
 
According to the International Accreditation of Counseling Services (IACS), 
“every effort should be made to maintain minimum staffing ratios in the range 
of one fulltime equivalent professional staff member (excluding trainees) to ev-
ery 1,000 to 1,500 students, depending on services offered and other campus 
mental health agencies” (IACS, 2019b). This guiding rationale, however, has 
become insufficient as a standard for many smaller institutions and unreachable 
for many large institutions (CCMH, 2020a). To create a more informative standard, 
CCMH developed the Clinical Load Index (CLI) (CCMH, 2020c) in partnership 
with IACS and AUCCCD, which describes the relationship between the supply 
of and demand for mental health services at colleges and universities. Instead 
of recommending a single score, the CLI provides institutions with a description 
of the range of staffing options and aims to describe the characteristics of vari-
ous score-ranges so that institutions can focus on the type of service they want 
to deliver and then staff appropriately. According to CCMH, an individual CLI 
score can be thought of as either “clients per standardized counselor per year,” 
or “standardized annual case load.” Higher CLI scores are typically associated 
with centers that function more as crisis and referral operations and that provide 
minimal ongoing care and with larger institutions and counseling centers that 
serve more students. Counseling centers with low CLI scores tend to be at smaller 
institutions that serve a higher percentage of the student body, provide more 
traditional weekly counseling, and have fewer treatment limits. Higher CLI scores 
are associated with fewer appointments, spaced farther apart, and significantly 
less improvement in depression, anxiety, and general distress by students in 
treatment (CCMH, 2020a). 
exceeds capacity in many institutions. (Thielking, 2017). In 2018, some 43
percent of the 571 college and university counseling centers surveyed by the
AUCCCD increased the number of staff positions in counseling centers, while
less than 9 percent lost staff positions (LeViness et al., 2018). However, more
than half of the counseling centers reported having one or more positions turn
over during the previous year, with institutions noting that “low staff salaries and
problematic center work conditions were factors in a significant proportion of this
turnover.” (LeViness, 2018, p. 1). 
The most direct approach for increasing capacity is to commit institutional
funding for mental health and substance use services and hire more staff to deliver
those services, including psychologists, psychiatrists, professional counselors,
social workers, nurse practitioners, case managers, and physician assistants with
experience in the area of mental health and substance use. However, increased
hiring may not be a realistic solution for many colleges and universities to pur­
sue given limited budgets, building space availability, and challenges in hiring
qualified staff. 
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Bridging Campus and Community

Resources to Increase Capacity
 
Students who cannot get the treatment they need through on-campus centers
are increasingly seeking to access community-based care, when it is available.
However, institutions of higher education can further support these students by
ensuring that mechanisms exist to strengthen both treatment capacity in the com­
munity and continuity of care when students are referred off campus so that they
do not fail to access care. One example is McLean Hospital’s College Mental
Health Program. This program “bridges the gap between a psychiatric hospital
and multiple campus settings in an attempt to address the specific needs of college
student-patients across levels of psychiatric care and diagnostic areas/programs,”
(Pinder-Amaker and Bell, 2012, p. 174). It also addresses a barrier that exists
for many institutions, in that they may not know what resources exist in their
communities or may not have arrangements with community mental health and
substance use treatment resources to serve their students in need. 
The problem of insufficient capacity is particularly acute at the nation’s
community colleges, where counselor to student ratios are nearly half those of
baccalaureate degree-granting colleges. According to the Steve Fund, only 10
percent of community college students, at most, use on-campus mental health
and substance use services (Primm, 2019). A survey of community colleges and
four-year institutions in California found that community college students had
more severe mental health concerns and fewer on-campus mental health resources
than four-year college students (Katz and Davison, 2014). Some rural communi­
ties also face challenges related to health care broadly, with limited access to
hospitals, specialty providers, and mental health services in their region (Kirby
et al., 2019; O’Hanlon et al., 2019). 
If an institution relies on community-based treatment options to help meet its 
students’ demand for services, it should promote mechanisms to match students
to community resources and enable them to use those resources easily, rather than 
leave students on their own to find and access community resources. There are
several for-profit vendors of referral programs that can match students to commu­
nity providers, as well as provide health and wellness services. Therapy for Black
Girls, for example, is a free online service that aims to both reduce the stigma
of treatment and help African American women, including students, find local
community-based therapists. In 2019, the American College Health Association
issued guidelines for institutions that are thinking of turning to outsourcing to
student health needs9 (ACHA, 2019c). 
While outsourcing can in some cases provide students with access to a wider
range of specialists and more highly trained staff, there are a number of poten­
tial disadvantages to outsourcing mental health services that institutions need to
9 Available at: https://www.acha.org/documents/resources/guidelines/ACHA_Outsourcing_College_ 
Health_Programs_May2019.pdf (accessed September 20, 2020). 
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consider in moving forward with this approach to expanding capacity (ACCA,
2020), including: 
•  An excessive focus on psychopathology at these services rather than mo­
dalities more appropriate for stress-inducing developmental challenges
that colleges students often face. 
•  Possible session limits that may fail to produce significant clinical
improvements. 
•  Students having to bear financial responsibility for services resulting from 
limits on insurance coverage. 
•  Reduced ability for students to network with student affairs and residence
life staff. 
•  Potential reduction in outreach efforts and educational programming on
the part of the institution that may promote mental health and prompt
students to use on-campus counseling services. 
•  Reduced responsiveness of the institution to on-campus emergency situ­
ations, particularly those warranting immediate personal interventions
when there are threats to self or others. 
Using Telehealth to Increase Access 
In addition to increasing connections to local providers, another method to
increase students’ access to mental health and substance use services is via tele­
health and internet-based psychotherapy treatment programs (Berger, Boettcher,
and Caspar, 2011, 2014; Kraepelien et al., 2019; Păsărelu et al., 2017). Notably,
the COVID-19 pandemic has forced therapists and their clients to adopt this
model during a time of widespread social distancing. This sudden transition has
not always gone smoothly, but it does present an opportunity to identify best
practices. 
The Higher Education Mental Health Alliance has produced a guide to
telehealth that outlines the potential benefits, limitations, and legal and ethical
concerns regarding such services (Higher Education Mental Health Alliance,
2014), and the American Psychological Association has published guidelines for
providing telepsychology services (JTFDTGP, 2013). Additionally, the American
Psychiatric Association has developed best practice recommendations and identi­
fied special considerations for college students around the use of telehealth during
the pandemic (American Psychiatric Association, APA Committee on Telepsy­
chiatry & APA College Mental Health Caucus, 2020). Telehealth may on the one
hand broaden access to services but can also pose equity concerns if all students
do not have equal access to reliable broadband services. In addition, there is likely
to be significant variability in the competence of psychotherapists to conduct tele­
health sessions. Moreover, the effectiveness of telehealth across the broad range
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of mental health and substance use issues has not been studied in anywhere near
the level of detail that traditional therapy has been. This suggests that some cau­
tion is appropriate in too widely recommending a telehealth approach.
On the other hand, expanding the use of internet-based therapeutic programs
could provide an option that many students, including students of color and those
from underrepresented populations, may prefer over face-to-face counseling.
Tele-mental health approaches may also be particularly useful for rural or small
colleges or for community colleges, where students may lack transportation to
reach off-campus sites or where the distance to the nearest provider might be too
far to travel. Additionally, by making specific forms of behaviorally focused men­
tal health services readily available within the primary care setting, psychiatric
consultation through telehealth to primary health care providers can serve as a
mechanism to improve access. Using telehealth, the potential pool of therapists to 
refer to can potentially be state-wide, rather than limited to the local community.
As institutions build capacity for care via telehealth and other internet-based
services, it will be important to conduct ongoing assessments of outcomes and
experiences. 
The Imperative to Provide Equitable

Support to Students of All Identities
 
As colleges and universities work to determine how to increase mental health 
services, leadership should ensure that the personnel, resources, and programs
are inclusive of the identities of individuals represented on the campus and
historically underrepresented in academia. Programs should review the use of
language, images, and examples to decrease bias, reduce harm, and to ensure
representation. Exclusionary language and imagery can pose harm to students’
sense of belonging, harm their mental health, and create a sense of alienation
from others on campus. For non-binary students and students who are sexual
and gender minorities, forms that limit gender selection to “female” and “male,”
for example, suggests that their gender identity does not exist or is not important
enough for recognition.
In the absence of such intentionality, some solutions might exacerbate mental
health care disparities by further marginalizing those who may experience particularly
high levels of stigma related to health-seeking behavior. Studies have found that the
stigma around mental health and substance use treatment services is particularly
high among students of color (Cheng, Kawn, and Sevig, 2013; Lipson et al.,
2018; Liu et al., 2019a). Additionally, feelings of marginalization and isolation
appear to be experienced at higher rates by BIPOC and SGM students (Cabral
and Smith, 2011; NASEM, 2016; Wilson and Cariola, 2019). It is worth noting
that COVID-19 may exacerbate the existing gap in health inequalities mentioned
above. Students from these groups may also experience higher rates of stress related
to disproportionately high infection rates and deaths among BIPOC communities.
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The Center for Applied Research Solutions has developed a guide, trainings,
and technical assistance for supporting students from diverse racial and ethnic
backgrounds enrolled at California’s community colleges.10 This and the Equity
in Mental Health Framework, discussed above, are resources that can serve as the
foundation and as guides for colleges and universities, assisting them in creating
more specific strategies to ensure service to the students on each campus. 
Peer-to-peer support initiatives may be helpful in many ways for students
of color, particularly when facilitated by a mental health liaison (Naslund et al.,
2016). Research has shown that young people with personal and emotional prob­
lems and individuals from historically excluded communities are more likely to
seek help from their friends and family than from other sources, including mental
health professionals (Barker, Olukoya, and Aggleton, 2005; Offer et al., 1991).
For international students, peer support may provide community and a sense of
connection and may serve as a guide to understanding unfamiliar customs and
social norms. In addition, graduate students with strong support from peers are
significantly less likely to screen positively for anxiety and depression (Posselt,
2020). Whether and how a peer responds to someone developing mental health
problems or who is in a crisis situation can make a difference as to whether
appropriate professional help is received. The 12-hour Mental Health First Aid
course11 (Kitchener, Jorm, and Kelly, 2017) is specifically designed to train
people, including young adults, to provide appropriate help to a person develop­
ing a mental health problem or in a mental health crisis (Hadlaczky et al., 2014;
Jorm et al., 2019). Peer-to-peer initiatives are powerful not only in building a
support system, but also at a more fundamental level, raising students’ knowledge 
and awareness of these issues and how they play out within their own campus
communities (Sontag-Padilla et al., 2018a). However, it is critical to recognize
that a consequence of programs designed to raise awareness and empower com­
munity members to refer students of concern, is likely to be increased demand
for mental health services. Therefore, when considering the implementation of
programs such as these, institutions should be prepared for subsequently address­
ing a growth in demand for services. 
Making appropriate mental health services more available in primary care
settings can also facilitate students’ access to mental health care and improve
coordination between mental health and primary care providers, both on campus
and in telehealth services. While some forms of mental health care should be
considered for integration with primary care, institutions should also recognize
that mental health care is a highly specialized field of independent practice that
can exist independently of the primary care environment. 
10 Additional information is available at http://cccstudentmentalhealth.org/docs/SMHP-Diverse­
Racial-Ethnic-Students.pdf (accessed April 27, 2020). 
11 Additional information is available at https://www.mentalhealthfirstaid.org/take-a-course (ac­
cessed June 24, 2020). 
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RECOMMENDATION 5-7 
Institutions of higher education should work to ensure students have access
to high-quality mental health and substance use treatment services. These
services can be provided either on campus or in the local community. In
order to ensure students have this access: 
•  After conducting a needs assessment and reviewing available mental
health resources on and off campus, institutional leadership should at­
tempt to measure and define the “gap” between need for mental health
care and capacity for care. That gap should then be examined for solutions
from multiple angles but especially long-term funding strategies and/or
community partnerships. 
•  Institutions of higher education should design and implement culturally
responsive services and programs to serve the needs and identities of all
students. 
•  Colleges and universities should make behaviorally focused mental health 
services more readily available in primary care settings to facilitate stu­
dents’ access to care and improve coordination between mental health and
primary care providers, both on campus and in telehealth services. 
•  Institutions of higher education should create collaborative relationships
in the community that will increase clinician diversity to better serve
diverse student populations. 
•  If counseling centers rely on community-based resources to meet the
mental health needs of their students, they should consider investing in
case managers/resource navigators to help students connect with these
community-based resources. 
•  Institutions can make wide use of telehealth options for those populations
and situations for which it is appropriate. 
DEVELOPING FACULTY, STAFF, AND STUDENT CAPABILITY TO
 
SUPPORT EMOTIONAL WELLBEING AND MENTAL HEALTH
 
As noted in the introduction to this chapter, it takes everyone on campus to
contribute to an environment that fosters student wellbeing, helps protect students 
from developing mental health and substance use issues, and helps facilitate
students’ access to services that would benefit them. All those who are in regular
contact with students have an important role in this effort. At some institutions,
particularly community colleges, faculty are likely to be the only staff members
with whom students interact on a regular basis. Faculty-student interactions are
also a critical factor in student persistence to program completion and gradua­
tion (Boone et al., 2020; Lillis, 2011; Wirt and Jaeger, 2014), and the quality of
support from faculty is clearly related to student wellbeing (Baik, Lacombe, and
Brooker, 2019; Posselt, 2018a). 
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However, one result of the narrow focus of current training in Ph.D.
programs12—the primary training ground for faculty—is that most faculty have
not received any formal training to help them create student-oriented learning
and research environments where a diverse set of students will thrive (Posselt,
2020). To the contrary, the classroom and lab can be sites in which students
experience discrimination, harassment, even assault—often on the basis of
marginalized social identities (Lane, 2016; Rojas-Sosa, 2016; Wadsworth, Hecht,
and Jung, 2008). At the same time, a major factor contributing to high graduate
student attrition rates is a poor relationship with a research advisor, with neglect,
exploitation, and even abuse being common complaints, particularly from students
from underrepresented populations (Brunsma, Embrick, and Shin, 2016; Curtin
et al., 2013; Ong et al., 2011; Spalter-Roth and Erskine, 2007). 
Much like the broad diversity and inclusion considerations discussed in
the National Academies report Graduate STEM Education for the 21st Century
(NASEM, 2018a), the culture of many institutions of higher education and their
incentive structures—at both the disciplinary level as well as tenure and promo­
tion within instiutions—have been poorly aligned with creating inclusive envi­
ronments. Many doctoral students working in the arts and humanities experience
isolation and may not have regular meetings with their research advisors. On the
other hand, individuals in lab-based programs who share equipment and facili­
ties may encounter interpersonal tensions with other members of the lab or face
different challenges working with a principal investigator. Work environments
matter greatly for creating a culture of wellbeing (Levecque et al., 2017). 
Faculty Can Help Address Student Mental Health Issues 
There are several ways in which faculty can help students deal with mental
health and substance use issues without directly providing counseling or other
treatment services themselves. Most faculty, however, are unaware they can
help. Even if they do know this, few faculty have received the training needed to
identify problems, refer students for help, and provide students with the means
to bolster their wellbeing on their own. Some faculty also have concerns about
possible liability issues associated with getting involved. The committee stresses
that faculty and staff should not be trained to provide therapy themselves and staff
or act in the place of licensed mental health care providers. Instead, faculty and
staff should focus on designing learning environments and adopting behaviors
that prioritize student learning, emphasize wellbeing, and recognize early signs
of distress in students. 
Doing so is not impossible—the Healthy Universities program in the United
Kingdom (Newton, Dooris, and Wills, 2016) and Australia’s Enhancing University
12 Ph.D. programs focus heavily on the development of research expertise to the neglect of knowl­
edge and skills for managing instruction, people, and projects. The National Academies have recom­
mended that these skills be added to all graduate training programs (NASEM, 2018a). 
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Student project,13 for example, are working to do so and could serve as examples
for U.S. institutions of higher education to follow. Closer to home, the University
of Texas at Austin’s unique Wellbeing in Learning Environments program “helps
faculty make small shifts in teaching that could make a major difference in stu­
dents’ mental health and wellbeing” (University of Texas at Austin, 2019). The
National Association of State Mental Health Program Directors (NASMHPD)
has issued a guide for staff and administrators that offers advice on recognizing
signs and effectively engaging and accommodating students with mental health
problems (Jones, Bower, Furuzawa, 2016a). The REDFLAGS model, which has
been shown to have utility in community and four-year colleges, is one approach
that gives faculty a simple mechanism to flag possible mental health or substance
use problems (Kalkbrenner and Carlisle, 2019; Kalkbrenner et al., 2019). 
The Red Folder at Penn State University14 is another method of sharing
resources and providing support to faculty, staff, graduate student instructors,
postdoctoral researchers, and others who work with students. Penn State designed
this resource as a reference guide to recognize, respond effectively to, and refer
distressed students for care (Penn State Red Folder). The Red Folder is a physical
object, in addition to an online resource, that can serve as a quick reference with
resources related to academic, psychological, physical, and safety-risk issues.
The University of California also has a Red Folder Initiative,15 which provides
customized information about common signs of student distress. The counseling
center provides a brief training on the folder that includes guidance on emergency 
contacts, follow-up tips, and how to connect students with the most appropriate
resources (UCOP Red Folder). Though the efforts described above are rooted in
knowledge from peer-reviewed research, evaluations of these efforts that account
for the diverse experiences of students from different demographic groups and in
different institutional contexts will be important for understanding the efficacy
of these approaches in supporting student mental health.
In addition to identifying students in need and referring them to campus
resources, faculty can support student mental health by taking steps to design
learning environments that prioritize student learning and wellbeing (see Box 5-6
for an example of a program promoting student wellbeing at the University of
Texas at Austin). For example, faculty can make use of the resources provided by
the Universal Design for Learning framework, which offers guidance on how “to
improve and optimize teaching and learning for all people based on scientific in­
sights into how humans learn.”16 Among the guidance offered by this framework
13 Additional information is available at http://unistudentwellbeing.edu.au/framework (accessed 
April 30, 2020). 
14 Additional information is available at https://redfolder.psu.edu/ (accessed August 26, 2020). 
15 Additional information is available at https://www.ucop.edu/student-mental-health-resources/ 
training-and-programs/faculty-and-staff-outreach/red-folder-initiative.html (accessed August 26,
2020). 
16 Additional information is available at http://udlguidelines.cast.org (accessed November 12, 2020). 
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BOX 5-6
 
Wellbeing in Learning Environments Program

University of Texas at Austin
 
Like many universities, UT Austin has found a growing demand for mental
health services among its students. The university reports that the demand for
mental health services increased 88 percent from academic year 2009-2010 to
academic year 2018-2019, while the total number of students at The University
of Texas at Austin increased by 1.6 percent (CMHC Fact Sheet, 2019; UT Austin,
2020). Further, UT Austin found that students indicated, “that faculty members are
often seen as the ‘missing link’ when it comes to their own well-being (Stuart and
Lee, 2013).” In response to this issue, the university developed its Well-being in
Learning Environments program, which offers faculty a guidebook with a variety of
strategies—based in research and the experiences of fellow UT Austin faculty—to
use in the classroom to support student wellbeing. The guidebook advises faculty
to “pick and choose” approaches that best fit with their interpersonal and teaching
style and offers the following advice on how to promote general wellbeing: 
• 	 On the first day of class, use a survey to get to know students. Ask about
their backgrounds, interests, strengths, needs, and other topics. 
• 	 Share personal connections to content—areas where you struggled, con-
cepts you were surprised to learn, etc. 
• 	 Let students see you make mistakes, then show them how you use those
mistakes to learn.
•	 Struggle with concepts in front of students and allow them to help you work
through the process.
• 	 Focus less on competition and performance and more on learning and
mastery. For example, allowing students to retake exams or parts of exams 
to learn from mistakes. 
• 	 Share ways that you practice self-care, and have students share how they
practice it as well. 
•	 Include information in your syllabus about mental health (but avoid copying
and pasting this information from somewhere else). 
• 	 Talk about mental health openly to destigmatize it. 
•	 Let students know you are open to talking with them individually about their 
states of well-being. 
•		 Provide a “mindfulness minute” at the beginning of class, before exams,
etc., in which you encourage or allow students to sit quietly and use deep
breathing techniques. 
•		 Be flexible. Take into consideration students’ lives outside of class. 
The guide goes on to offer faculty specific practices they can adopt to promote
social connectedness, mindfulness, growth mindset, resilience, gratitude, inclusiv-
ity, self-compassion, empathy, and life purpose.
Source: https://www.cmhc.utexas.edu/wellbeing/images/guidebook.pdf. 
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are strategies for (1) reducing threats and distractions that can undermine learning
and (2) identifying pedagogical approaches that contribute to student stress. For
example, research has shown that some approaches to active learning exercises
in STEM classes can lead to student anxiety (Cooper et al. 2018). 
Faculty can also support student wellbeing through effective mentoring;
however, institutions of higher education, with few exceptions, have left mentor­
ing to happen organically or on an ad hoc basis, as was noted in the 2019 NASEM
report The Science of Effective Mentorship in STEMM (NASEM, 2019b). As that
report details, good mentorship is an acquired skill and faculty and staff can learn
the skills they need to become good, supportive mentors. The Entering Mentoring 
curriculum, for example, has been used to educate thousands of mentors in the
United States (Pfund, Brandchaw, and Handelsman, 2015). 
Taken together, what the committee envisions is an approach that would
provide faculty with basic training in four areas: 
1.	 how to identify, initiate conversations with, and refer to treatment those
students who may be having problems with mental health or substance
use 
2.	 how to make learning environments inclusive and supportive of student
wellbeing 
3. how to model preventive strategies and coping skills in class 
4.	 how to improve mentorship and pedagogical skills so that relationships
and instruction support wellbeing. 
To involve faculty more directly in efforts to address student mental health,
faculty will require adequate support, including training, from the institution.
For example, it is well documented that women and faculty of color bear a dis­
proportionate burden of providing mentoring and student support, which extends
to supporting student mental health. Therefore, there is a need to ensure that the
responsibility and time for supporting students is equally distributed across fac­
ulty. To this end, faculty should be expected to and be rewarded for supporting
students in this manner, including through formal evaluation processes such as
tenure and promotion.
In line with recommendations from a recent NASEM (2020) report that
examined promising practices for addressing the underrepresentation of women
in STEMM, academia should similarly take steps to formally recognize, support,
and reward efforts toward enhancing student wellbeing for faculty members, as
well as those counseling staff who have taken on more of the service burden. Pro­
moting student mental health is everyone’s responsibility to the extent possible.
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RECOMMENDATION 5-8 
Provide and require faculty training on how to create an inclusive and
healthy learning environment. 
•  Provide and require faculty training about how to recognize students in
distress and appropriately refer them to appropriate care. 
•  Provide mentor training, starting in graduate school, for all faculty, rec­
ognizing that good mentorship practices serve as a protective factor for
student mental health. 
Raising Mental Health and Suicide Awareness 
In addition to developing capacity to address student mental health and sub­
stance use issues, institutions of higher education must take several other steps to
benefit their students (Travia et al., 2019). The first is to reduce the stigma associ­
ated with seeking help for mental health and substance use issues. The California
Community Colleges, for example, have used a suite of six online, interactive
training simulations from Kognito, a for-profit entity, to reduce stigma and engage
faculty, staff, and students in supporting those exhibiting signs of distress. The
result was a 73 percent increase in the number of students that faculty, staff, and
students referred to mental health services across 113 campuses (Kognito, 2016;
Sontag-Padilla et al., 2018c). Other campuses have developed websites listing
all available mental health and substance use resources on campus and in the
community or used posters around campus alerting students how to access help
if they are suicidal or otherwise suffering emotionally. This type of intervention
would help to better align interventions designed to increase referrals with grow­
ing service capacity to accommodate increased referrals. 
Institutions of higher education can also help prevent suicide, the second
leading cause of death among U.S. college and university students (Liu et al.,
2019; Turner, Leno, and Keller, 2013). Researchers suggests that “preventing
suicide on college campuses requires a systemic approach supported by broad
campus-wide cooperation. Students who die by or attempt suicide typically do
not seek professional help before doing so, making outreach, faculty and staff
training, and good referral systems even more critical” (Brownson et al., 2011,
2014). A comprehensive approach to suicide prevention includes promoting so­
cial networks and connectedness, improving access to mental health services on
and off campus, identifying and assisting students who may be a risk for suicide,
and being prepared to respond when a suicide death occurs (SPRC, 2020). These
strategies, in conjunction with the policies and procedures that support them, are
what constitute a campus-wide suicide prevention plan. Ideally, such a plan is
embedded in policies throughout the college that are part of a larger plan to sup­
port student wellbeing. Numerous organizations have developed guides to help
colleges and universities develop suicide prevention programs (JED Foundation
and EDC, 2011; SPRC, 2004). 
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Along these lines, many institutions have established behavior intervention
teams17 (HEMHA, 2012; JED Foundation, 2013). According to the JED Founda­
tion, these teams “promote student, faculty, and staff success and campus safety
by facilitating the identification and support of individuals who demonstrate
behaviors that may be early warning signs of possible troubled, disruptive, or
violent behavior” (Jed Foundation, 2016). 
The main reason colleges and universities establish such teams is to “provide
a mechanism for improved coordination and communication across a campus or
system, especially when various departments are perceived to be or are actually
operating in their own silos” (HEMHA, 2012, p. 3). Areas of concern, according
to the Higher Education Mental Health Alliance’s guide for such teams, include
psychosocial and mental problems that may “both interfere with adequate and
successful functioning that, if unaddressed, might lead to a dangerous outcome to
the student or the community” (HEMHA, 2012, p. 4). The appeal of this approach
is the possibility of identifying problems and intervening before they become po­
tentially dangerous (see Chapter 4 for more information about campus response
to student death by suicide). 
Account for the Importance of Communities
in Shaping Student Wellbeing 
Research has shown that communities, not solely individuals, shape health,
and college and university communities are no exception (Slusser et al., 2018;
Sontag-Padilla et al., 2018b; Weil, 2014). The healthy campus movement, ongo­
ing at numerous institutions of higher education, is built on efforts to engage the
entire campus population of students, staff, and faculty in building physical and
mental health and wellbeing into a college or university’s culture.18 Examples
of programs under way include Healthy CUNY at City College of New York,
the University of California, Los Angeles’s Health Campus Initiative, Duke
University’s DukeReach, The University of Texas at Austin’s Wellness Network,
the integrated health and wellness program at Jefferson Community College in
rural New York, Dartmouth College’s Mentoring with Purpose Program, and The
University of Wisconsin-Superior’s Pruitt Center for Mindfulness and Wellbeing.
National efforts are also taking hold, such as those promoted by Active Minds, the
National Center on Safe Supportive Learning Environments, Healthier America,
and Bringing Theory to Practice. The Gallup Organization even offers a “Wellbe­
ing University Certification” that provides a tailored strategy to promote campus
17 The focus of Behavioral Intervention Teams varies. Some campuses have one team that covers
all issues, while others have specific teams for emergencies and threat management.
18 Additional information is available at https://www.acha.org/HealthyCampus/Implement/MAP­
IT_Framework/HealthyCampus/Map-It_Framework.aspx?hkey=bc5a1b28-ae96-4f06-b3ee-ed­
492441e7db (accessed April 28, 2020). 
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wellbeing.19 The common feature of all of these initiatives is that they recognize
that institutions of higher education have the capacity to infuse health and wellbe­
ing into their campus cultures, but only with the support and engagement of all
of the siloed interests and communities that exist on campus. 
Provide All Students with Formal Instruction on
 
How to Develop and Maintain Wellbeing
 
One suggestion the committee received during its information-gathering ac­
tivities was for institutions to develop a course for all entering students, graduate
students, and professional students that teaches them how to maintain wellbeing,
continually aspire toward being well, and overcome the inevitable challenges they
will experience both in college and in life. It is not clear that an entire, semester-
long course is required, but it is the committee’s judgment that every student
should receive some formal education or training on the concept of wellbeing
and how they might maintain it in the context of the pressures surrounding higher
education. The issues may differ based on the program level (undergraduate,
graduate, and professional) and could include custom features to address specific
program elements, such as thesis work, field or off-site research, or compre­
hensive exams. This training, which might be deliverable through a web-based
program (Ahmad et al., 2020), could also inform students as to what they should
do when experiencing a mental health or substance use problem. 
NASMHPD has a free toolkit for students who have received treatment for
early mental health issues that offers specific modules with concrete advice on
how best to obtain support on campus and thrive in their pursuit of higher educa­
tion (Jones, Bower, and Furuzawa, 2016b). Other resources include Becoming
a Master Student (Ellis, 2017), which provides diverse information focusing on
whole-person development, and Kognito, which offers online student mental
health workshops that engage students in role-play conversations with virtual
humans. Kognito’s simulations have been used with Native Americans (Bartgis
and Albright, 2016), Latinx students (Albright, 2018), veterans (Albright and
McMillan, 2018), and SGM students (Marshall, 2016). It is important to note
that there are many non- and for-profit entities entering the virtual space around
mental health, and not all of the services have been created based on evidence
(see Chapter 2 for additional information). 
Institutions, including medical schools (Slavin, 2018, 2019; Slavin,
Schindler, and Chibnall, 2014) and community colleges (Cuseo, 1997), that
offer such courses have found they help promote a healthy transition to the
institution (Choate and Smith, 2003; Ellis, 2017; Lockwood and Wohl, 2012). For
example, Choate and Smith found that “the infusion of a wellness model into the
19 Additional information is available at https://www.gallup.com/education/194297/student-life­
outcomes-matter.aspx (accessed June 15, 2020). 
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curriculum of a required orientation course for first-year students was related to
changes in student wellness,” as measured by a “quantitative analysis of student
WEL score profiles and an analysis of students’ written reflections.” Students
reported “that the wellness model enhanced their learning through increasing
self-awareness, self-direction, recognition of the interrelatedness of all life areas,
the identification of strengths and areas for improvement, and appreciation for
the specific application of strategies for change” and demonstrated improvements
in target areas for improvement, according to their WEL score profile, in areas
such as stress management and nutrition (Choate and Smith, 2003). Similarly,
Lockwood and Wohl found that “a lifetime wellness course can improve physical
self-efficacy and promote changes in wellness behaviors, especially in the area of
physical wellness” for students (Lockwood and Wohl, 2012).
An additional important role these courses play is to raise awareness about
the resources available for students in need (Canby et al., 2015; Conley, Travers,
and Bryant, 2013; Dvořáková et al., 2017; Parcover et al., 2018; Stephens,
Hamedani, and Destin, 2014; Walton and Cohen, 2011). Such a class could
also serve as a community-building activity that engages students in efforts
to create a wellbeing-supporting culture across campus. Consistent with other
recommendations, institutions should be aware that courses like these are likely
to increase the demand for mental health and substance use services as a natural
consequence of raising awareness of those services. Without education and
raising student awareness, simply increasing access to services will not suffice. 
RECOMMENDATION 5-9 
As a part of formal orientation to college life, all students should participate
in structured opportunities to learn about individual wellbeing and the
cultivation of a healthy, respectful campus climate. This orientation should
also include material on how to develop resilience in the face of inevitable
challenges they will experience both in college and in life.
•  To enable students’ self-awareness and resilience, training should ac­
knowledge how behaviors such as sleep, nutrition, exercise, social me­
dia, and work can be both levers for wellbeing as well as affected by
wellbeing.
•  Training should also include information on how to recognize and ad­
dress implicit bias, and about the essential role students themselves play
in creating a community that supports each other’s wellbeing.
•  Each institution should also periodically offer refresher or “booster” train­
ing on these issues. 
•  Institutions should regularly and widely provide guidance to students
and faculty on mental health resources available on campus and in the
community. 
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RECOMMENDATION 5-10 
Institutions of higher education should recognize that there is no single ap­
proach to promoting wellbeing and dealing with mental health and substance
use problems that will be appropriate to all student populations. 
•  Support services should be tailored to the unique histories, circumstances,
and needs of individual student populations. 
•  Support services should recognize and respond to the fact that many
students from diverse populations will have experienced interpersonal
racism, systemic racism, and implicit bias both before and during their
time in higher education. 
 
 
 
  
              
 
 
    
   
    
 
 
 
 
 
 
  
  
           
	  
   
6
 
A Research Agenda
 
From the outset of this project, it has been clear to the committee that deter­
mining how best to deliver mental health, substance use, and wellbeing services
to the wide variety of students enrolled at the nation’s diverse array of institutions
of higher education is an area badly in need of rigorous, theory-based research.
What follows in this chapter are some of the key areas of research that the com­
mittee believes would help institutions of higher education better prepare for and
provide mental health and substance use interventions and create environments
that better support student wellbeing. 
DEVELOPING, EVALUATING, AND SUSTAINING A
 
CAMPUS CULTURE CENTERED IN WELLBEING
 
At the broadest level of public health and wellbeing programs and ap­
proaches, there is limited research to guide colleges and universities on ways
to ensure that the entire campus, including virtual spaces, promotes wellbeing.
This can vary from different definitions of wellbeing and how priorities may shift
based on student demographics. Regarding institutional culture change, there is
already a substantial body of research pertaining to culture change in and benefits
to corporate and health care environments (Alvesson and Sveningsson, 2016;
Bendak, Shikhli, and Abdel-Razek, 2020; Carlson et al., 2016; Choi, Oh, and
Colbert, 2015; Edmondson and Lei, 2014; Parmelli et al., 2011). There is a need,
however, to extend those type of studies to the academic environment.
•  What is wellbeing in the context of institutions of higher education? Of
different types of institutions? 
143
 
  
	      
  
     
	          
 
  
 
    
	    
 
        
	  
  
    
	
 
  
   
	  
        
	  
  
 
       
  
	
   
	    
 
    
	  
 
 
   
	  
 
 
 
 
 
 
144 MENTAL HEALTH, SUBSTANCE USE, AND WELLBEING IN HIGHER EDUCATION
•  How can wellbeing be measured, both for the individual student and
across the entire campus? What public health approaches can be used to
embed a culture of wellbeing?
•  What approaches will work for transmitting the concept of wellbeing
across the campus, including in hybrid and virtual settings? How do ap­
proaches differ by role on campus (student, faculty, administration, and
beyond)? Through rigorous trials, what could we learn about the factors
and components that are needed to deliver seminars, workshops, and other
training related to wellbeing?
•  How effective are faculty and mentor training opportunities in shifting
their mindsets and behaviors with respect to serving students? What ele­
ments or processes of professional development are most impactful?
•  What approaches work for improving well-being for students who are
BIPOC and from historically excluded groups? What would be the best
ways to tailor those approaches to the different subpopulations of students? 
•  For colleges and universities that have limited community resources re­
lated to wellbeing or to enact new programs, are there approaches that
have a lower cost burden? What is the current availability of existing
wellness resources for students? 
•  Do programs that institutions of higher education have implemented to
address student wellbeing in fact improve student mental health? 
•  Can virtual programs and mobile applications support student wellbeing
and mental health? What are their limitations and appropriate uses? How
can research inform strategies to increase engagement of students with
digital health programs to address the fact that programs are only effec­
tive when people engage at a meaningful level, which is challenging with
young people online? 
•  What is the impact of peer support programs on student wellbeing, mental 
health, and substance use? 
•  In terms of safety, privacy, and ethical use of social media, what training
and education can colleges provide students so that they understand their
rights and the risks involved? 
•  In the event there is a death of a student by suicide, what are the best ways
to share information about the student while respecting the rights of the
family and providing additional support to those who have been affected
by the death?
•  Trauma  has  interpersonal  and  cognitive  consequences  that  advances
in screening  and  evaluation  are  increasingly  able  to  document  and
measure. Screenings also increase the understanding of the relationship
between  trauma  and  behavioral outcomes  in  terms  of  substance  use,
attention,  self-regulation,  and  stress management,  as  well  as one’s
ability to  access  to higher-order  skills  necessary  for  academic  success
such as abstract thinking and problem solving. As much of the existing 
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research exists in the youth and K-12 space, how can additional research
understand the impact of trauma and how to support students with trauma
to and through higher education?
Factors That Affect Student Mental Health,

Substance Use, and Wellbeing
 
The available evidence suggests that the campus environment has unique
characteristics that affect student mental health and wellbeing. Some of these are
risk factors, such as widespread substance use, and others are protective factors,
such as likelihood of being from a higher socioeconomic status than age-matched
students not enrolled in higher education. Additionally, understanding which
factors impact students prior to their arrival on campus may give campuses the
ability to market their services and increase visibility to those who could benefit
the most from a suite of wellbeing as well as other academic services. The ability
to understand the factors that impact students during the time they are enrolled,
including how factors may change based on their setting (in-person, hybrid, or
online learning, or being primarily off campus for research), could enable institu­
tions to amplify beneficial factors and work to reduce or eliminate detrimental
factors. Answers to these questions would greatly help colleges and universities
adjust their services.
•  How has the COVID-19 pandemic affected the wellbeing and mental
health of students? 
•  What is the link between student wellbeing and educational outcomes? 
•  What are the long-term consequences of remote/virtual learning on stu­
dent mental health and wellbeing? The long-term impacts of COVID on
the college experience should be studied over time. 
•  What risk and protective factors in the campus environment impact
undergraduate and graduate student mental health, substance use, and
wellbeing? 
•  What role does prior or current exposure to trauma play in student wellbe­
ing and mental health? 
•  What are productive and effective ways to engage families in addressing
student issues of mental health, substance use, and wellbeing? 
•  What role does injury (including traumatic brain injury, etc.) resulting
from sports and/or combat exposure among veterans play in student well­
being and mental health? 
•  What roles do post-graduate stressors play in student wellbeing and men­
tal health? 
•  What roles do individual and cognitive factors play in student wellbeing
and mental health? 
•  What roles do the social and environmental determinants of health play
in student wellbeing and mental health? 
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•  What is the comorbidity between mental health and substance use, and
how does comorbidity affect treatment outcomes?
•  How has the increase in vaping tobacco products affected student mental
health? 
•  What changes have states that have changed laws around marijuana use
(legalization and decriminalization) seen in the student and non-student
population? How have use rates correlated with other health outcomes?
Are there new public health, prevention, addiction, and recovery services
in these states?
•  What can predominantly white institutions learn from Minority Serving
Institutions (MSIs) with respect to wellbeing of students who are BIPOC?
POLICIES THAT PROMOTE POSITIVE STUDENT MENTAL HEALTH
AND WELLBEING AND LOW LEVELS OF SUBSTANCE USE 
The impact of federal, state, and local regulations related to higher education
policies would benefit from additional research to determine whether they are hav­
ing the desired impacts and whether they might be at risk for harming students.
•  How do policies related to health leave impact students? Do the policies
comply with the Americans with Disabilities Act? What are the best ap­
proaches in terms of providing guidance to students, ongoing support
when students are on leave, and return to campus? What student outcomes 
and experiences are associated with different admission and mental health
leave of absence policies? How does this vary between undergraduate and
graduate students? 
•  Are there ways, beyond the updated joint guidance document the Depart­
ment of Education issued in December 2019,1 to provide clearer guidance
to colleges and universities regarding management of student treatment
records and compliance with federal regulations such as Family Educa­
tional Rights and Privacy Act and  Health Insurance Portability and Ac­
countability Act ? How can colleges and universities providing services
to students based on the ADA and Title IX do so with clarity and support
in mind, rather than with compliance as the driving factor?
•  How has higher education used local, state, and federal programs to ad­
dress student insecurities regarding basic needs such as food and housing
insecurity? Are there ways for more partnerships to ensure basic provi­
sions for students?
•  How can policymakers better understand and address the issues caused by
state-specific licensing and the boundaries created? How can policymakers
1 Available at https://studentprivacy.ed.gov/resources/joint-guidance-application-ferpa-and-hipaa­
student-health-records (accessed September 23, 2020). 
 
 
  
 
   
	  
      
	  
           
     
	
 
  
 
     
	  
 
       
     
 
 
 
 
  
 
 
 
 
 
 
  
 
  
 
         
  
	  
     
	
 
    
147 A RESEARCH AGENDA
address barriers to providing effective telehealth, including across state
lines? Are there ways that lawmakers can evaluate the impact of the
temporary waivers granted during COVID-19 and ensure that effective
measures are continued?
•  How can campus leadership improve how they use research evidence to
inform their decisions about programs and policies?
•  What are the impacts of federal, state, and local investments on student
mental health, substance use, and wellbeing? What are the academic and
lifelong impacts of these investments?
•  What are the impacts of federal and state policies on the resources, ser­
vices, and outcomes for MSIs, notably historically designated Historically
Black Colleges and Universities and Tribal Colleges and Universities ?
Are there ways to understand federal and state policies related to higher
education and the impacts on MSIs? 
•  How can more providers gain evidence-based training, education, li­
censure, and ongoing professional development to serve the needs of
students? 
Mental Health, Substance Use, and Wellbeing Collaborations
between Higher Education and Community Providers 
The earlier chapters of the report include recommendations that encourage
campuses to commit extensive energy and resources to raising awareness of the
offices, programs, and scope of care so that students know where to seek ser­
vices where they are in need and know the level of care available. Students also
have a responsibility before arriving to campus to gain a broad understanding of
the health, wellbeing, and academic support services available to them. As the
report states, there is a tension that colleges and universities must tread in the
provision of mental health, substance use, and wellbeing services. Overall, the
state of health and mental health care in the United States is limited in terms of
providers that take insurance, the cost of copays, the availability of mental health
specialists, and the availability of providers within a given area. In addition,
higher education institutions have seen cuts in their budgets overall throughout
recent decades. This means that students seeking services are looking to two
systems, higher education and the U.S. medical system, that have may not have
the resources students need. Addressing the U.S. mental health care system was
out of the scope of this report; however, additional research for leaders in higher
education to develop appropriate partnerships with community providers would
be useful.
•  What is the role of local hospitals and providers providing mental health
services to the student population?
•  What are the ways in which colleges and universities can receive reim­
bursement from health insurance companies for their provision of health
care services to students?
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•  What is the most effective way to provide mental health services to spe­
cific populations of students, including, but not limited to:
°  Black, Indigenous, and people of color (BIPOC)
 
°
  Students with disabilities and disabled students
 
°
  First-generation students
 
°
  International students and students without documentation
° Student-athletes
 
°
  Graduate students
 
°
  Medical and other professional school students (e.g., nursing, pharmacy) 
°  Post-traditional and non-traditional students
 
°
 Sexual and gender minorities
 
°
  Student survivors of trauma
 
°
  Student military service members and veterans 
•  How can trauma-informed frameworks be integrated into other functional
areas within higher education (e.g., teaching, mentoring, communica­
tions)? What are the outcomes?
•  In terms of trauma-informed care for survivors of sexual assault and ha­
rassment, how can additional research provide more information around
the sexual harassment experiences of women who are BIPOC and from
other historically excluded groups? What kinds of policies, procedures,
trainings, and interventions can prevent sexually harassing behavior,
decrease the perceived organizational tolerance for sexually harassing
behavior, and reduce harm to those who report incidents? How can orga­
nizations provide protection to those who experience sexually harassing
behavior, associated retaliation, and the impact of harassment in the ambi­
ent environment?
•  How should institutions of higher education best provide recovery pro­
grams for students returning to campus after a leave of absence? 
•  What is the impact of policies and programs initiated to support student
wellbeing and mental health during the COVID-19 pandemic? 
•  In what ways can telehealth and virtual therapy provide evidence-based,
high-quality mental health services in the higher education environment?
Are there differential outcomes across student groups and for students
with different concerns or problems?
•  How effective and efficient are alternative strategies for implementing
tiered systems of care, such as triaging, identifying needs, and filtering
and engaging with appropriate level of care? Are there settings or groups
of students where these strategies are more effective?
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Addressing the Limited Data and Research Related to Mental
 
Health, Substance Use, and Wellbeing in Higher Education
 
One of the major challenges noted across the report is the limited data related 
to these issues in a higher education setting. In addition to the broad challenges,
there are certain types of institutions that have greater data gaps such as HBCUs,
TCUs, and community colleges. There are also groups that would benefit from
datasets that have greater capacity for disaggregation across a number of dimen­
sions. The lack of data seriously undermines meaningful, substantial discourse
describing data-driven reforms at the federal and institutional level; this problem
is particularly acute for students attending HBCUs, TCUs, and community col­
leges. Researchers pointing to lack of data also identify the culture of the two-year
college, which by and large is not set up to support a research friendly culture.
•	 Collect more longitudinal data that can be disaggregated in terms of
°  Institutional and program types such as community colleges, MSIs,
graduate programs, and medical programs 
°  Student identities including gender, race and ethnicity, disability, first-
generation, nation of origin, documentation, student-athletes, post-
traditional and non-traditional students, students with dependents,
sexual and gender minorities, and military service and veteran status 
°  Previous experiences with mental health, substance use, and trauma
°  Differences in student mental health and substance use issues by dis­
cipline and professional field 
•  Explore models of research partnership between under-resourced institu­
tions, such as community colleges, and researchers at well-resourced insti­
tutions that can develop meaningful data for under-resourced institutions 
•  Develop, support, and maintain an ongoing, longitudinal national moni­
toring system that identifies student death by suicide
•  Conduct systematic evaluation of the outcomes of specific mental health
services and programs 
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team leader in discovering a 27-year difference in life expectancy for those with
chronic mental illness in the Tulsa region. In 2011 he was the Chairman of the
Board of the Tulsa Regional Chamber of Commerce. In 2015, he was the Chair­
man of the Board of the Tulsa Area United Way. Over his 12 years as a university
president at the University of Tulsa and the University of Oklahoma, Tulsa, Dr.
Clancy has raised more than $510 million in support of student scholarships, 72
endowed chairs, 250,000 sq. ft. of new facilities, and a host of new education
programs. Dr. Clancy has received the Distinguished Alumni Award for Early
Achievement from the University of Iowa Carver College of Medicine and the
Distinguished Alumni Award from the University of Iowa. He was Tulsa People
magazine’s 2009 Tulsan of the Year, and in 2016 he received the Heart of Henry
Zarrow Humanitarian Award. The National Alliance on Mental Illness presented
Dr. Clancy with the Exemplary Psychiatrist Award and twice their Public Service
Award. In January, Dr. Clancy received the 2020 National University President
of the Year Award at the Student Veterans of America National Conference in
Los Angeles for his work on student veteran well-being and academic success. 
Bonnie Duran, DrPH, is a Professor in the Schools of Social Work and Public
Health at the University of Washington (UW), in Seattle. After completing her
doctoral degree at the University of California Berkeley, she has worked in public
health and social care research, education and practice with a focus on Native
Americans/Indigenous peoples and other communities of color for more than 35
years. Dr. Duran has conducted primary and secondary data analysis studies of
mental disorder prevalence, risk and protective factors, victimization, and treat­
ment seeking/ barriers to care among people attending Indian Health Service
(IHS) facilities and probability samples from the largest rural Tribal Nations in
the United States. In partnership with communities, she has adapted and devel­
oped Indigenous interventions for system level, community, and individual health 
and wellbeing. Another aspect of Dr. Duran’s empirical work is the development
of indigenous theory and Community-Based Participatory Research (CBPR)
methods. She has pioneered the development and application of CBPR and other
forms of Community-Engaged Research (CEnR) and has helped to articulate and
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disseminate the theory of Historical Trauma. For the past 12 years she has worked
in close partnership with the American Indian Higher Education Consortium and
Tribal College faculty, staff, and students to conduct Indigenous culture-centered
epidemiology and interventions research to enhance college success. Dr. Duran
is currently co-chair of the Coronavirus Prevention Network Indigenous Expert
Panel and is on a UW COVID-19 Vaccine Trial research team. The overall goals
of her research and practice are to work in partnership with communities to de­
sign treatment and prevention efforts that are effective, empowering, and sustain­
able, and that have maximum public health impact. Dr. Duran is also a Buddhist
Mindfulness practitioner and teacher. She teaches long and short retreats and
advanced programs at the Insight Meditation Society (IMS) in Massachusetts
and Spirit Rock Meditation Center (SRMC) in California and is on the SRMC
Guiding Teachers Council. 
Daniel Eisenberg is Professor of Health Policy and Management in the Field­
ing School of Public Health at the University of California (UC), Los Angeles.
Previously he was a faculty member at University of Michigan from 2004-2020.
His training is in economics (BA and PhD, Stanford University) and mental
health services research (NIMH postdoc, UC Berkeley). His broad research goal
is to improve understanding of how to invest effectively in the mental health of
young people. He directs the Healthy Minds Network (HMN) for Research on
Adolescent and Young Adult Mental Health (www.healthymindsnetwork.org).
This research network administers the Healthy Minds Study, a national survey
study of student mental health and related factors, and facilitates the development,
testing, and dissemination of innovative programs and interventions for student
mental health. He is currently writing a book about investments in children’s
mental health, in collaboration with Ramesh Raghavan. 
Raynard S. Kington began his work as Head of School at Phillips Academy
in Andover, Massachusetts, in July 2020. Prior to joining Andover, he served
for 10 years as President of Grinnell College (2010-2020) and previously in
a range of positions at the National Institutes of Health (NIH), including NIH
Principal Deputy Director and NIH Acting Director, NIH Associate Director for
Behavioral and Social Sciences Research, and Acting Director of the National
Institute on Alcohol Abuse and Alcoholism. Before NIH he was a division di­
rector at the Centers for Disease Control and Prevention and served as Director
of the National Health and Nutrition Examination Survey (NHANES). He has
also been a Senior Scientist at the RAND Corporation and an Assistant Profes­
sor of Medicine at UCLA. He was elected to the Institute of Medicine (now, the
National Academy of Medicine) in 2006. Dr. Kington attended the University
of Michigan, where he received both his BS with distinction and his MD and
completed his residency in Internal Medicine at Michael Reese Medical Center
in Chicago. He was a Robert Wood Johnson Clinical Scholar at the University
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of Pennsylvania where he completed his MBA with distinction and his PhD with
a concentration in Health Policy and Economics at the Wharton School and was
awarded a Fontaine Fellowship. He received his board certification in Internal
Medicine, Public Health and Preventive Medicine, and Geriatric Medicine. His
research has focused on the social determinants of health and more recently on
diversity in the scientific workforce.
Amy Lenhart is a licensed professional mental health counselor supervisor in
the state of Texas (LPC-S) and also is a Nationally Certified Counselor (NCC).
Ms. Lenhart has worked providing mental health counseling to students in the
community college setting for more than twenty years. Amy is currently serving
community college students in her twentieth year as a mental health counselor for 
Collin College, and has previous work experience in a domestic violence agency.
Ms. Lenhart holds an MA in counseling and psychology in education, graduating
with honors. A strong believer in advocacy for students and college counsel­
ing, Amy has worked to promote awareness in her state and national leadership
roles. She is a past-president of the American College Counseling Association
(ACCA) becoming the first president elected from a community college. She has
also served as a member at large for ACCA. Ms. Lenhart was elected president
of the Texas College Counseling Association (TCCA) having previously held
the positions of senator and treasurer. She also chaired an ex officio committee
for TCCA that resulted in changes by the Southern Association of Colleges and
Schools in regard to specific language concerning college counseling standards.
Awards and honors include a leadership award from ACCA, the TCCA award for
Outstanding College Counselor, as well as a merit award from the Texas Career
Development Association. She has presented internationally, nationally, and in
her state on college counseling and mental health topics. She has been quoted by
The Straits Times, The Chronicle of Higher Education, and Insight into Diversity
for her expertise regarding mental health issues in the college setting. She is also
the co-author of a national research survey on college counseling. 
Frances Leslie, professor of Pharmaceutical Sciences at the University of Cali­
fornia Irvine (UCI), is a neuropharmacologist with a primary interest in the ef­
fects of drugs of abuse on the developing brain. She received her PhD from the
University of Aberdeen, Scotland, where she participated in landmark studies
on the identification and mechanism of action of enkephalin, the first endorphin
discovered. She has been continuously funded by the National Institutes of Health
and the UC Tobacco Related Disease Research Program since establishing her
laboratory in 1981. At UCI, she has also served as Associate Vice Chancellor
for Research from 1995-1998 and Director of an NIH-funded Transdisciplinary
Tobacco Use Center from 1999 to 2005. With a strong commitment to graduate
education, Dr. Leslie served as Dean of UCI Graduate Division from 2008 to
2019. In this capacity, she focused on building resources to attract and retain the
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best and brightest graduate students and to prepare them for future leadership po­
sitions. She created the Diverse Educational Community and Doctoral Experience
(DECADE) program, with initial support from a Department of Education FIPSE
grant, to establish a diverse student learning community on the UCI campus. This
program was subsequently institutionalized and expanded with a Department of
Education Title III award to establish a model of graduate student mentoring of
undergraduate students. 
Ben Locke, PhD, is the Founder and Executive Director of the Center for Col­
legiate Mental Health (CCMH, a practice-research network of more than 600
institutions), the Senior Director of Counseling and Psychological Services at
Penn State, and affiliate graduate faculty in both the Counseling and Clinical
Psychology departments at Penn State. Dr. Locke presents and consults widely
about college student mental health, and counseling center administration and has 
published dozens of peer-reviewed articles in the field. Dr. Locke has more than
20 years of clinical experience in a wide variety of settings including wilderness
therapy, psychiatric hospitals, group homes, community mental health, and col­
lege counseling centers. He received his BA in psychology from the University
of New Hampshire, and his MA, and PhD in counseling psychology from Boston
College.
Gail Mattox currently serves as professor and chair of the department of psy­
chiatry at the Morehouse School of Medicine (MSM). She is a diplomate of the
American Board of Psychiatry and Neurology with board certification in psychia­
try and sub-specialty board certification in child and adolescent psychiatry. She is
a graduate of Meharry Medical College and completed psychiatry training at the
Northwestern University Feinberg School of Medicine. Dr. Mattox is a Distin­
guished Life Fellow of the American Psychiatric Association and a Distinguished
Life Fellow of the American Academy of Child and Adolescent Psychiatry. Dr.
Mattox is also a member of Alpha Omega Alpha Medical Honor Society and the
Arnold P. Gold Humanism in Medicine Honor Society. In addition to teaching,
patient care, community service, and administrative duties, Dr. Mattox served
as Project Director for more than 10 years for the National Historically Black
Colleges and Universities (HBCU) Center for Excellence in Behavioral Health
funded through a cooperative agreement from the Substance Abuse and Mental
Health Services Administration (SAMHSA). 
Maria A. Oquendo MD, PhD is the Ruth Meltzer Professor and Chairman of
Psychiatry at University of Pennsylvania and Psychiatrist-in-Chief at the Hospital 
of the University of Pennsylvania. She is a graduate of Tufts University and at­
tended Vagelos College of Physicians and Surgeons, Columbia University. She
completed residency at Payne Whitney Clinic, New York Hospital, Weil-Cornell.
Until 2016, she was Professor of Psychiatry and Vice Chairman for Education
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at Columbia. In 2017, she was elected to the National Academy of Medicine,
one of the highest honors in medicine. Dr. Oquendo has used positron emission
tomography and magnetic resonance imaging to map brain abnormalities in mood
disorders and suicidal behavior. Her expertise ranges from psychopharmacology
to global mental health. She has more than 400 peer-reviewed publications and
an h-factor of 76 with more than 17,000 citations. Dr. Oquendo is Past President
of the American Psychiatric Association (APA) and the International Academy
of Suicide Research. She is President of the American College of Neuropsycho­
pharmacology (ACNP) and of the American Foundation for Suicide Prevention’s
Board of Directors and has served on the National Institute of Mental Health’s
Advisory Council. She is a Fellow of the ACNP, APA, and American College
of Psychiatrists (ACP). Dr. Oquendo is a member of Tufts University’s Board
of Trustees, serves on its Executive Committee, and chairs Tufts’ Academic Af­
fairs Committee. A recipient of multiple awards in the United States, Europe,
and South America, most recently she was honored with the Virginia Kneeland
Award for Distinguished Women in Medicine (Columbia University 2016), the
Award for Mood Disorders Research (ACP 2017), the Alexandra Symonds Award 
(APA 2017), the APA’s Research Award (2018), and the Dolores Shockley Award
(ACNP 2018). 
Stephanie Pinder-Amaker, PhD is Chief Diversity, Equity, and Inclusion Officer
at McLean Hospital and Director, College Mental Health Program. Dr. Pinder-
Amaker is also Assistant Professor of Psychology, Department of Psychiatry at
Harvard Medical School. She has more than 25 years of experience in college
student mental health treatment, administration, and policy. She is the founding
director of McLean Hospital’s College Mental Health Program, a unique initiative
serving students from more than 200 institutions of higher education, providing
student-focused treatment; consultation to students, parents, and college profes­
sionals, and nonprofits; and related research. Dr. Pinder-Amaker lectures and
conducts workshops throughout the country on strengthening continuity of care,
and on how to bolster communication between campus- and community-based
systems, eliminate barriers to mental health treatment, and better support margin­
alized students. She is a member of the WHO World Mental Health International
College Student Initiative and has published on the prevalence and distribution of
mental disorders among college students and the integration of student concerns
into traditional models of care. Dr. Pinder-Amaker has a BS from Duke Univer­
sity and a PhD in Clinical Psychology from Vanderbilt University. 
Julie Posselt is an associate professor of higher education in the University of
Southern California Rossier School of Education and was a 2015-2017 National
Academy of Education/Spencer Foundation postdoctoral research fellow.
Rooted in sociological and organizational theory, her research program uses
mixed methods to examine institutionalized inequalities in higher education and
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organizational efforts aimed at reducing inequities and encouraging diversity.
She focuses on selective sectors of higher education—graduate education, STEM
fields, and elite undergraduate institutions—where longstanding practices and
cultural norms are being negotiated to better identify talent and educate students
in a changing society. She was the recipient of the 2018 American Educational
Research Association’s Early Career Award and the 2017 Association for the
Study of Higher Education’s Early Career/Promising Scholar Award. Her book,
Inside Graduate Admissions: Merit, Diversity, and Faculty Gatekeeping (2016,
Harvard University Press), was based on an award-winning ethnographic study
of faculty judgment in 10 highly ranked doctoral programs in three universities.
This work has led to thriving research-practice partnerships with universities,
disciplinary societies, graduate schools and programs, and other associations
that are re-examining how we evaluate students and scholars for key academic
opportunities—and support those who are in the system. Partners include the
University of California, American Physics Society, and the Council of Graduate
Schools. Her current scholarship, funded by three grants from the National Science
Foundation and one from the Mellon Foundation, examines movements for equity
and inclusion in graduate education and the humanistic and physical science
disciplines. Dr. Posselt recently completed a National Academy of Education
postdoctoral fellowship for the first national study of graduate student mental
health. This concurrent mixed methods project identified factors associated with
depression and anxiety; investigated the roles of discrimination, competitiveness,
and faculty support in graduate student wellbeing; and measured disparities
within and across academic disciplines. Dr. Posselt earned her PhD from the
University of Michigan. 
Claire Sterk is Charles Howard Candler Professor at the Rollins School of Public
Health at Emory University. A pioneering public health scholar, Dr. Sterk has
served for the past two decades as a social scientist, academic leader, and admin­
istrator at Emory, most recently as University President and Provost/Executive
Vice President of Academic Affairs. She is a globally renowned thought leader
who has deepened our understanding of social and health disparities; addiction
and infectious diseases, specifically HIV/AIDS; community engagement; and the
importance of mentoring and empowering women leaders. She has held numer­
ous leadership positions in professional organizations. Her academic publications
include three books and more than 125 peer-reviewed articles. Her work is widely
cited and has received $30 million in external research funding. She has lectured
widely on key topics in public health and in higher education, including the stu­
dent experience and student health and wellbeing. She is a strong advocate for
collaboration and innovation and a champion for global engagement. Sterk also
is a member of the American Academy of Arts and Sciences and the National
Academy of Medicine. A native of the Netherlands, Dr. Sterk earned her PhD in
sociology from Erasmus University (Rotterdam, the Netherlands), a doctorandus
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degree in medical anthropology (University of Utrecht, the Netherlands), and an
undergraduate degree from the Free University in Amsterdam. 
Jeanie Tietjen, PhD is the director for the Institute for Trauma, Adversity, and
Resilience in Higher Education at MassBay Community College, where she also
serves as a professor of English. MassBay’s Institute for Trauma, Adversity, and
Resilience in Higher Education formalizes an ongoing recognition of complex
interrelationships between trauma and learning in postsecondary education. It
believes that every encounter area of the educational community—from pedagogy
to campus safety, advising to financial aid, facilities to college policies and ad­
ministration—can be informed by understanding the basics of the learning brain;
the prevalence of trauma, adversity, and toxic stress; how resilience as skill can
be encouraged through best practices and meaningful supports; and how evidence 
that just one relationship can powerfully bolster productive and resilient behav­
iors. Dr. Tietjen earned her PhD in English from Brandeis University. 

 
  
       
  
  
  
  
  
     
     
      
    
   
  
  
 
   
    
    
      
      
     
    
     
     
 
Appendix B
 
Minority Serving Institutions
 
TABLE B-1 Historically Defined Minority Serving Institutions
MSI Type Acronym Federal Recognition Federal Definition 
Historically Black
Colleges and
Universities 
HBCU 
Higher Education
Act of 1965 
Any historically Black college or
university established prior to 1964,
whose principal mission was, and is,
the education of Black Americans 
Tribal Colleges and
Universities 
TCU 
Tribally Controlled
College or
University
Assistance Act of
1978 
Institutions chartered by their
respective Indian tribes through the
sovereign authority of the tribes or
by the federal government with the
specific purpose to provide higher
education opportunities to Native
Americans through programs that are
locally and culturally based, holistic,
and supportive 
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184 APPENDIX B 
TABLE B-2 Enrollment-Defined Minority Serving Institutions, as Defined by
the U.S. Department of Education (NASEM, 2019a, Table 3-2) 
Federal 
Recognition MSI Type Acronym Federal Definition 
Hispanic-
Serving 
Institutions 
Higher 
Education Act 
of 1991 
Institutions with 25 percent or more total 
undergraduate Hispanic full-time-equivalent 
student enrollment. 
HSIs 
Alaska Native 
and Native 
Hawaiian-
Serving 
Institutions 
ANNHI Higher 
Education Act 
of 1998 
Alaska Native-Serving Institutions are 
institutions that have at least 20 percent Alaska 
Native students. Native Hawaiian-Serving 
Institutions are institutions that have at least 10 
percent Native Hawaiian students. Collectively, 
these institutions are referred to as ANNHI 
institutions. 
Asian American 
and Native 
American 
Pacific 
Islander-Serving 
Institutions 
AANAPISI College Cost 
Reduction and 
Access Act of 
2007 
Institutions that have at least 10 percent 
enrollment of Asian American Pacific Islander 
students. 
Predominantly 
Black 
Institutions 
PBI Higher 
Education 
Opportunity 
Act of 2008 
Institutions that have the following 
demographics: 
1. at least 1,000 undergraduate students 
2. at least 50 percent low-income or first-
generation-to-college degree-seeking 
undergraduate enrollment 
3. low per-full-time undergraduate expenditure 
in comparison with other institutions 
offering similar instruction 
4. enroll at least 40 percent African American 
students 
Native 
American-
Serving, 
Nontribal 
Institutions 
NASNTI Native 
American-
Serving, 
Nontribal 
Institutions 
Institutions that have at least 10 percent 
enrollment of Native American students 
Source: NASEM, 2019, Table 3-2. 
 
  
Appendix C
 
Acronyms and Abbreviations
 
AACC American Association of Community Colleges 
AAMC  Association of American Medical Colleges 
AANAPISI  Asian American and Native American Pacific Islander-
Serving Institution 
ACCA  American College Counseling Association 
ACCA PAPA American College Counseling Association Professional Advo
cacy and Public Awareness committee 
ACE American Council on Education 
ACEs  Adverse Childhood Experiences 
ACHA American College Health Association 
ACS American Community Survey 
ADA Americans with Disabilities Act of 1990 
ADAA Anxiety and Depression Association of America 
ADD attention-deficit disorder 
ADHD attention-deficit/hyperactivity disorder 
AIHEC American Indian Higher Education Consortium 
AMI any mental illness 
ANNHI Alaska Native and Native Hawaiian-Serving Institution 
ASD autism spectrum disorder 
AUCCCD Association of University and College Counseling Center 
Directors 
AUD alcohol use disorder 
BHEW Board on Higher Education and Workforce 
BIPOC Black, Indigenous, and people of color 
CAMHI Child & Adolescent Mental Health Initiative program 
­
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CAT  computerized adaptive testing 
CAT-MH computerized adaptive testing-mental health suite 
CCAPS Counseling Center Assessment of Psychological Symptoms 
CCMH Center for Collegiate Mental Health 
CDC Centers for Disease Control and Prevention 
CGS Council of Graduate Schools 
CLI Clinical Load Index 
College Fund American Indian College Fund 
CollegeAIM College Alcohol Intervention Matrix 
COVID-19 coronavirus disease of 2019 
CRPs collegiate recovery programs 
DACA Deferred Action for Childhood Arrivals 
DOJ U.S. Department of Justice 
ED U.S. Department of Education 
FERPA Family Educational Rights and Privacy Act of 1974 
GAD generalized anxiety disorder 
G.I. Bill Servicemen’s Readjustment Act of 1944, commonly known 
as the G.I. Bill 
GLSMA Garrett Lee Smith Memorial Act of 2004 
HBCU Historically Black Colleges and Universities 
HEA Higher Education Act of 1991 
HEMHA Higher Education Mental Health Alliance 
HHS U.S. Department of Health and Human Services 
HIPAA Health Insurance Portability and Accountability Act of 1996 
HIV human immunodeficiency virus 
HLC Higher Learning Commission 
HMD Health and Medicine Division 
HMN Healthy Minds Network 
HMS Healthy Minds Study/Survey 
HRC Human Rights Campaign 
HRSA Health Resources and Services Administration 
HIS Hispanic-Serving Institution 
IACS International Accreditation of Counseling Services 
KFF Kaiser Family Foundation 
LGBTQIAP+ Lesbian, Gay, Bisexual, Transgender, Questioning, Intersex, 
Asexual, Pansexual plus community 
MD Doctor of Medicine 
MSI Minority Serving Institution 
MSM men who have sex with men 
MTF Monitoring the Future general population survey 
NASEM National Academies of Sciences, Engineering, and Medicine 
NASMHPD National Association of State Mental Health Program 
Directors 
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NASNTI Native American-Serving, Nontribal Institution 
NCAA National Collegiate Athletic Association 
NCDJ National Center on Disability and Journalism 
NCES National Center for Education Statistics 
NCHA National College Health Assessment 
NIAAA National Institute on Alcohol Abuse and Alcoholism 
NIDA National Institute on Drug Abuse 
NIH National Institutes of Health 
NIMH National Institute of Mental Health 
NSC National Student Clearinghouse 
NSDUH National Survey of Drug Use and Health 
NSF National Science Foundation 
OCD obsessive-compulsive disorder 
PBI Predominantly Black Institution 
PHQ-9  Patient Health Questionnaire-9 
PNPI Postsecondary National Policy Institute 
PTE potentially traumatizing event 
PTSD post-traumatic stress disorder 
RUI Research in Undergraduate Institutions 
SAMHSA Substance Abuse and Mental Health Services Administration 
SARS-CoV-2 severe acute respiratory syndrome coronavirus 2 
SDS standardized data set 
SGM sexual and gender minority 
SGMRO Sexual & Gender Minority Research Office 
SPRC Suicide Prevention Resource Center 
SSM/V student service members and veterans 
STEM sciences, technology, engineering, and mathematics 
STEMM sciences, technology, engineering, mathematics, and medicine 
SUD substance use disorder 
SVA  Student Veterans of America 
TBI traumatic brain injury 
TCU Tribal Colleges and Universities 
THC tetrahydrocannabinol 
UCOP University of California Office of the President 
WMH-ICS World Mental Health International College Student initiative 

 
     
      
  
      
      
         
 
        
  
 
 
  
 
 
  
 
        
 
 
Appendix D 
The Rate of Student Death
from Suicide from the Big Ten
Counseling Centers: 2009-2018 
Counseling Center, University of Illinois at Urbana-Champaign
 
Raquel Mendizábal Martell, Ph.D. & Matthew King, Ph.D.
 
Prepared for the Committee on Mental Health, Substance Use, and
 
Wellbeing
 
of the National Academies of Sciences, Engineering, and Medicine
 
July 24, 2020
 
METHODOLOGY
 
Study Design
 
Silverman et al. (1997) conducted a comprehensive 10-year study at 13
Big Ten university campuses to get a more accurate understanding of deaths by
suicide in college campuses. Silverman et al. (1997) collected data from 1980
to 1990, at which point the study stopped. In an effort to continue to understand
suicide rates and trends in college campuses, the Big Ten university counseling
centers decided to continue to collect data on deaths by suicides in their cam­
puses. Data collection resumed in 2003 and it continues to be collected, with
some data entered retrospectively and some data entered prospectively.
Representatives at the Big Ten universities counseling centers (e.g., direc­
tors, data analysts, designated staff) were asked to report all student deaths by
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190 APPENDIX D 
suicide to a database. Each participating Big Ten universities counseling center
sought research approval from their universities to participate in the study and
contribute data. All schools have different methodologies by which they gather
and contribute data to the database. Generally, representatives at the counseling
centers received information about student deaths by suicide from other depart­
ments, such as the Office of Dean of Students, and then they entered relevant
information into the database.
Time Frame 
For the purpose of this report, data from the most recent 10 years were ana­
lyzed given that various universities could not verify the data on deaths by suicide 
for the early 2000s. Thus, the time frame for this report is September 1, 2009, to
August 31, 2019. The current report uses an academic year time frame, which
is defined as the 12-month period from September 1 to August 31. This report­
ing time frame is consistent to the time frame used by Silverman et al. (1997),
which more closely aligns to academic calendars in university campuses, which
is relevant as the population studied is college students.
While most universities entered data prospectively, some universities entered
data for some years retrospectively. A few universities entered the study after its
start, and thus entered some data retrospectively and some data prospectively as
well. The Big Ten universities counseling centers consider the Suicide Registry
an ongoing project and data continue to be collected.
Period of Exposure to Risk 
The calculation of period of exposure to risk for the current analyses and
report is consistent to Silverman et al. (1997). Specifically, for each academic
year, the fall semester enrollment numbers for each university were added. En­
rollment numbers were gathered using the public information available through
each university’s website. For universities for which only some of these data
were available, general reported rates or percentages for each school were used
to determine an approximate number of students for demographic information.
Definitions: Student Status and Suicide 
The definitions of “student” and “student suicide” in this report were kept
consistent to the definitions used by Silverman et al. (1997). A “student” is
defined as an individual who was registered for credits as a full- or part-time
student during the academic year in undergraduate or graduate programs in the
main campuses at the Big Ten universities. A “student suicide” is a death by
 
 
  
 
 
    
 
  
 
 
 
 
            
 
        
 
     
 
      
 
  
 
  
  
  
  
 
  
 
  
 
 
 
         
APPENDIX D 191 
suicide that occurs by an individual who was a “student” as previously described
within 6 months from being registered as an active student. The “6-month rule”
accounts for student absences in which students are not actively registered for a
short period of time such as summer months, academic leave, and medical leave
(Silverman et al., 1997).
Consistent with Silverman et al. (1997), “suicide” is “a self-inflicted injury
resulting in death” (p. 289). Representatives at each Big Ten counseling center
identified a student death in their university as a “suicide” internally based on
information they received of the incident. Student deaths for which cause was
inconclusive based on the information representatives received (e.g., cause of
death was considered unknown, accidental, or natural), were not included in the
database or this study as they are not considered a death by suicide.
Confidentiality 
The current study ensured adherence to proper research procedures and the
confidentiality of personal information. All participating counseling center rep­
resentatives sought the proper permissions in their respective universities (e.g.,
IRB approval) to contribute data.
To ensure that data were contributed in a secure way that would protect
the identity and privacy of the students, all Big Ten universities were assigned
a numerical “University Code” that they used to enter their data to the database
rather than using the institution name. The data is stored in a secured database
at the University of Illinois Counseling Center, which serves as the repository
for this data. The raw database is only accessed by the study team. Data entered
is not identifiable given that student names or initials are not entered. As such,
the raw database does not have any first or last names, and universities have ran­
dom numerical codes that have only been shared among the Big Ten counseling
center representatives. All data are reported in aggregate form, and data were
pooled when appropriate to ensure that data cannot be identified by school or to
an individual.
Participating Universities 
Thirteen Big Ten universities participated in and contributed data for the
study. The 13 participating universities were located in the Midwest and North­
east in the United States in the following states: Illinois (Northwestern University,
University of Illinois at Urbana – Champaign), Indiana (Indiana University, Pur­
due), Iowa (University of Iowa), Michigan (Michigan State, University of Michi­
gan), Minnesota (University of Minnesota), Nebraska (University of Nebraska
– Lincoln), New Jersey (Rutgers), Ohio (The Ohio State University), Pennsylva­
nia (Pennsylvania State), Wisconsin (University of Wisconsin – Madison).
 
 
 
           
            
 
 
    
 
  
 
 
 
 
 
  
 
   
 
  
  
 
 
 
   
  
 
 
 
     
 
  
 
  
   
 
 
 
     
192 APPENDIX D 
Data Sources 
Enrollment and student population demographic data for participating Big
Ten universities were obtained from public records and information published by
each university through its website (e.g., Office of the Registrar website). Data
from fall 2009 through fall 2018 were obtained. Enrollment and demographic
data for most universities were readily available. Demographic and gender iden­
tity breakdowns for universities for which these data were not publicly and read­
ily available were estimated using the information publicly available for each of
those schools (e.g., percentages available).
Table D-1 summarizes enrollment numbers and student population
demographic data. Academic class was used to classify academic parameters.
There are two classifications: undergraduate (i.e., freshmen, sophomores, juniors,
seniors, non-declared, or other undergraduate) and graduate (i.e., masters,
doctorates, professionals, post-graduates). Gender identity is classified as male,
female, and given the small numbers of reported students who identified as
transgender or another gender, these numbers were pooled in the demographic
information and in student suicide data with those whose gender was unknown
under the category “Other.” Racial identity is classified as Asian, Black, Hawaiian/ 
Pacific Islander, Hispanic, Native American, White, Multiracial, and Unknown.
Given the small number of student suicides and students who identified as other than
White, Asian, and Black, student suicides by a student who was Hawaiian/Pacific
Islander, Hispanic, Native American, or Multiracial were classified as “Other.”
Given that some universities reported International/Foreign students as a racial
group and other universities reported International/Foreign students separately and
in addition to a racial category, analyses were run based on nationality with two
classifications: International and Domestic. 
Results 
The total number of students across all Big Ten universities for the years
(2009-2018) for which data were reported was about 4.8 million students (Table
1). The total number of deaths by suicide reported by the participating universities
was 268, and the total number of deaths by suicide entered into the database by
the participating universities was 231.
The overall average suicide rate per 100,000 students is 5.60 for the years
2009 to 2018 in the Big Ten college campuses. This is lower than the rate cal­
culated by Silverman et al. (1997), which was 7.5/100,000. Specifically, there
was a 25.3% decrease in the suicide rate in Big Ten universities in 30 years from
1980-1990 to 2009-2018.
The rate of 5.60 is also lower than the U.S. population national average
suicide rate of 14.2/100,000 based on 2018 data from the National Center for
Health Statistics (NCHS) at the Centers for Disease Control and Prevention
(CDC; Hedegaard, Curtin, and Warner, 2020). The 5.60/100,000 rate in college
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TABLE D-1 Demographic Profile of Campus Population at Big Ten
Universities: 2009-2018 
Frequency Percentage (%) 
Gender Identity 
Female 2,330,169 48.68 
Male 2,449,656 51.18 
Unknown 6,579 0.14 
Total 4,786,404 100 
Race 
Asian 378,912 8.99 
Black 215,944 5.12 
Hawaiian/Pacific Islander 4,240 0.10 
Hispanic 241,001 5.72 
Native American 12,964 0.31 
White 3,149,263 74.70 
Multiracial 101,926 2.42 
Unknown 111,366 2.64 
Total 4,215,615 100 
Nationality 
International 651,735 13.62 
Domestic 4,134,669 86.38 
Total 4,786,404 100 
Class Standing 
Undergraduate 3,539,590 73.95 
Graduate 1,246,814 26.05 
Total 4,786,404 100 
 
            
 
  
 
   
   
   
   
   
   
   
   
   
   
   
 
   
   
    
  
194 APPENDIX D 
TABLE D-2 Student Deaths by Suicide at 13 Big Ten University Campuses
(2009-2018) 
Percentage
Frequency (%) Suicide Rate* 95% CI 
Gender Identity 
Female 40 17.32 1.72 (1.23–2.34) 
Male 156 67.53 6.37 (5.41–7.45) 
Unknown/Other 35 15.15 
Total 231 100.0 
Race 
Asian 24 10.39 6.33 (4.06–9.42) 
Black 18 7.79 8.34 (4.94–13.17) 
White 100 43.29 3.18 (2.58–3.86) 
Other 11 4.76 3.05 (1.53–5.47) 
Unknown 78 33.77 
Total 231 100.00 
Nationality 
International 21 9.09 3.22 (2.00–4.93) 
Domestic 108 46.75 2.61 (2.14–3.15) 
Unknown/Unreported 102 44.16 
Total 231 100.00 
Class Standing 
Undergraduate 133 57.58 3.76 (3.15–4.45) 
Graduate 39 16.88 3.13 (2.22–4.28) 
Unknown/Other Unreported 59 25.54 
TOTAL 231 100.00 
*per 100,000 students. 
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campuses is also lower than the average U.S. population suicide rate for age
groups 15-24, 25-34, 35-44, and 45-54 for males and females which was about
17/100,000 based on National Institute of Mental Health (NIMH) data from 2017
(National Institute of Mental Health, n.d.). A weighted average of the NIMH
suicide rates by age group was calculated using age percentage distribution
data published by the U.S. Census Bureau (Census Bureau, 2019), finding the
weighted average suicide rate for age groups 15-24, 25-34, 35-44, 45-54, and 55+ 
was 14.72/100,000, which is still higher than 5.60/100,000.1 
In other words, the overall average suicide rate at Big Ten college campuses 
was 39.4% of the U.S. population national average. Additionally, the overall aver
age suicide rate at Big Ten college campuses is 38.0% of the weighted average 
U.S. population suicide rate for college-aged individuals. Taken from a different 
perspective, the U.S. population national average suicide rate is about 254% 
higher than the average suicide rate in Big Ten universities. The weighted average 
U.S. population suicide rate for college-aged individuals is 263% higher than the 
suicide rate at Big Ten universities. 
­
The NCHS identified a 35% increase in suicide rates in 19 years from 1999
to 2018 for the U.S. population. Conversely, the suicide rate in Big Ten college
campuses has decreased by 25.3% in 30 years.
Comparison of Percentages 
Percentages of deaths by suicide by gender, race, nationality, and class
standing were calculated (Table D-2). When comparing percentages of deaths by
suicide by gender identity, the majority of deaths by suicide occurred in males
(67.53%) and it is higher relative to male representation on campus (51.18%). The
majority of deaths by suicide by race occurred in White students (43.29%), which 
is lower relative to White students’ representation on campus (i.e., 74.70%).
Asian students made up 10.39% of deaths by suicide on campus, making them
the second largest racial group represented in deaths by suicide; this is somewhat
similar to Asian students’ representation on campus (8.99%).
In comparing international students with domestic students, there was a
higher percentage of deaths by suicide in domestic students (46.75%). Finally,
a comparison by class standing indicates that undergraduate students make up
the majority of deaths by suicides in college campuses (57.58%), which is lower
relative to their representation on campus (i.e., 73.95%).
1 These data from the U.S. Census Bureau were obtained from the “Current Population Survey”
from October 2018 (Census Bureau, 2019). Data were provided by respondents from more than
56,000 families across the United States who completed follow-up interviews providing information,
among other topics, about student status of individuals in the family. These data were compared to
enrollment figures across Big Ten Universities, confirming that the number of students in each age
group nation-wide is consistent with the number of students in these age groups across the Big Ten
universities. 
 
  
 
   
 
 
 
  
 
             
 
  
     
      
 
  
 
  
 
 
 
   
            
 
      
 
 
 
 
             
 
 
              
   
   
196 APPENDIX D 
Comparison of Rates 
Suicide rates and Poisson 95% Confidence Intervals (CIs) for gender, race,
nationality, and class standing were also calculated (Table 2) using the Epidemiol­
ogy Tools package R (Aragon, 2020; R Core Team, 2020). Poisson 95% CIs that
are not overlapping signify that the rates are significantly different. For gender,
the suicide rates for female (1.72/100,000) and male (6.37/100,000) students
are significantly different, indicating that male university students have a higher
suicide rate than female students. Regarding race, the suicide rates for Asian
(6.33/100,000) and Black (8.34/100,000) students are significantly different from
the rates for White students (3.18/100,000), but not from each other. As such,
the data indicate that while most deaths by suicide in college campuses occur in
White students (i.e., 43.29%), the suicide rate of White students is significantly
lower than for Asian and Black students. The suicide rates for Black and Asian
students were the highest suicide rates for race.
Suicide rates for which CIs overlapped were further explored using the
Exact Rate Ratio Test R package using Python2 (Fay, 2014; PSF, 2020). The re­
sults confirmed that there were no significant differences in the suicide rates for
undergraduate (3.76/100,000) and graduate students (3.13/100,000). There were
also no significant differences in the suicide rates for international (3.22/100,000)
and domestic students (2.61/100,000). Regarding race, the results confirmed that
the suicide rate for students in the “Other” race category (3.05/100,000) was not
significantly different from the suicide rate of White students and Asian students,
but the suicide rate was significantly different (p < 0.05) from Black students. 
Limitations 
One of the most noteworthy limitations of the current report is the potential
inaccuracy of the data reported on suicide incidents in college campuses. As
expressed by Silverman at al. (1997), the accuracy and the level to which the
data reported is complete can be of concern in suicide-related studies. Steps
were taken to ensure that data were accurately entered into the database, such as
constant communication between the counseling centers at the participating Big
Ten universities and the strong commitment to the study by all institutions. Each
university had its own internal system to ensure that the data contributed to the
study and the database were correct and complete. Given that a standardized audit
from the research team for each university was not performed, it is possible that
some data are missing. 
2 The Exact Rate Ratio Test package was unavailable for R version 4.0.0, so a Python script for this
package stored in GitHub repository was used and can be accessed through github.com/kad-ecoli/ 
rateratio_test. 
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Another limitation to note is that some universities were unable to enter all
their data into the database and only reported the number of incidents by year in
their campuses. This resulted in some missing data for the analyses.
Additionally, a limitation of this study is its scope. The purpose and scope of
this report is to update the previous suicide rate for 100,000 in college campuses
in the United States. Analyses examining the gender, race, nationality, and class
standing suicide rates and percentages were also performed to understand the
demographic composition of Big Ten universities and of students who have died
by suicide. However, this report does not seek to prove causality or draw any
conclusions about motive.
Conclusion 
The growing discussion of mental health in recent years has led to closer
attention to the mental health issues and struggles of college students, including
deaths by suicide. The current report seeks to update data on deaths by suicide
in Big Ten universities. Silverman et al. (1997) published, arguably, the most
comprehensive study on deaths by suicide in college campuses. Silverman et al.
(1997) collected data from 12 Big Ten universities from 1980 to 1990, finding
that the suicide rate in college campuses was 7.5/100,000. This was lower than
the U.S. population average suicide rate at the time, which was 15/100,000
(Silverman et al., 1997). The Big Ten university counseling centers decided to
continue data collection on deaths by suicide. The current study found that the
updated suicide rate in college campuses using data from 2009 to 2018 was
5.6/100,000. This rate is lower than the rate reported by Silverman et al. (1997).
Therefore, in about 30 years, the suicide rate in Big Ten universities has decreased
25.3%. The suicide rate found in this report is also 39.4% of the U.S. population
average suicide rate in 2018, which was 14.2/100,000 (Hedegaard, Curtin, and
Warner, 2020). Notably, while the suicide rates in the U.S. population increased
by 35% in 19 years from 1999 to 2018 (National Institute of Mental Health, n.d),
the suicide rate in Big Ten college campuses decreased by 25.3% in 30 years. 
Although the goal of this report does not include an analyses of suicide
ideation, motives for suicide, or general mental health in college campuses, this
report highlighted important trends on deaths by suicide in college students at
Big Ten universities. The updated suicide rate of 5.6/100,000 in college students
and the trends on deaths by suicide identified should aide in guiding conversa­
tions about mental health trends in college campuses with more accurate infor­
mation. The 25.3% decrease in the suicide rate in Big Ten universities can be
evidence of the success of suicide prevention efforts taken by college campuses
and counseling centers at Big Ten universities. The higher suicide rates found in
this report for certain populations, such as male students and Asian and Black
students, should be further explored and should be taken into consideration as
 
 
 
 
 
  
 
  
  
 
      
 
 
     
   
  
  
198 APPENDIX D 
universities and counseling centers continue their active efforts in suicide preven­
tion education. 
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